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Goitre may be defined as an enlargement 
of the thyroid gland. Plummer, some years 
ago, proved conclusively that there were 
but three types of goitre, namely: (1) col- 
loid, (2) adenoma, (3) true exophthalmic. 
The second named of this group, the adeno- 
mata, may and probably will in the course 
of time, become associated with hyperthy- 
roidism, but the resultant combination of 
an adenoma with hyperthyroidism is a 
separate entity from true exophthalmic 
goitre from which it can be differentiate. 
both clinically and histologically. Malig- 
nant conditions of the thyroid might be 
classified as a fourth type. With this form 
of goitre 1 shall not deal. This classifica- 
tion of Plummer’s by its clarity and accu- 
racy does much to clear up the confusion of 
ideas prevalent as to the types of thyroid 
enlargements. Plummer and Wilson have 
clearly demonstrated that all goitres are 
one of the varieties named or a combination 
of these types. 

Goitre occurs in all parts of the world, 
although now, as there have always been, 
there are certain areas, notably Switzer- 
land and the region of the Great Lakes in 
America, where the disease is more com- 
monly encountered. Whether the disease 
is actually on the increase cannot positively 
be stated, certainly many times the number 
of cases come to operation today than did 
formerly. But this increase can be ex- 
plained, at least in part, by the fact that 
more accurate diagnoses are now made, and 
to the elimination to a considerable extent 
of the old vicious circle of late operation 
with high mortality and high mortality 
with late operation. The brilliant results 
that have been obtained by surgical treat- 
ment during the past decade now cause 
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patients to turn earlier to surgery as a 
means of relief. Gamble, in a paper pre- 
sented before this association at its previ- 
ous meeting, stated that the disease is en- 
countered more often in certain areas of 
Mississippi than in others. He finds that 
the disease is endemic in the area begin- 
ning on the north at Tunica county and 
embodying what is known as the Yazoo 
Mississippi Delta, comprising the counties 
of Tunica, Bolivar, Quitman, Sunflower, 
Leflore, Coahoma, Holmes, Washington 
and Sharkey. Other counties which show 
a higher incidence are located upon the 
larger streams. My personal feeling is 
that goitre is mere common in this state 
than ordinarily is believed. I believe that 
even today a good many cases of hyperthy- 
roidism are masquerading under the false 
diagnosis of pylmonary tuberculosis, nerv- 
ous breakdown, etc. 

The negro is ordinarily held to be more 
or less immune to goitre. Such has not 
been our experience, and while the type 
usually noted is the adenoma of the thy- 
roid, violently toxic exophthalmic cases 
have been encountered in our series. In 
this respect our experience has been simi- 
lar to Gamble’s. Of my cases, 31 per cent 
were found in negroes. 

In Vicksburg the usual types of goitre is 
the adenoma or adenoma with hyperthy- 
roidism. Of my cases, 9 per cent were 
pure adenomas and 56 per cent adenomata 
with hyperthyroidism. A large percentage 
of these cases of adenoma, after existing 
for years, come into the group of adenoma 
with hyperthyroidism. The adenoma is the 
type of goitre which generally begins in the 
earlier years of adult life, later to become 
associated with hyperthyroidism. At the 
Mayo Clinic the average number of years 
that an adenoma was present before toxic 
symptoms occurred was sixteen. This is 
about the usual time noted in all the larger 
clinics, as well as in the smaller centers. 
The exophthalmic is not the common type 
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of goitre. It may be acute or remittent. 
It has formed 18 per cent of my own cases. 
Exophthalmic goitre, in contradistinction 
to the adenoma of the thyroid, does not 
usually run over a period of years. Ordi- 
narily it develops at a more advanced age, 
generally in the third or fourth decades of 
life. It is by far the most violent type of 
goitre. Generally crises occur within the 
first twelve months of the disease. It is 
extremely toxic and it affects violently the 
nervous system of its victim. It is the 
adenoma of the thyroid which spreads over 
a long space of time and which damages to 
such a degree the cardiovascular system, 
and it is in these patients that we find 
such marked myocardial weakness with all 
that goes with this condition. 

The actual cause of goitre has yet to be 
found. A great variety of causative agents 
has been suggested, none have been 
proved. Most of the theories advanced fall 
in one of the following groups, as enumer- 
ated by D’Quervain: 

(1) Earth and water theory which at- 


tributes goitre to some organic or inorganic 
chemical substance which the water derives 
from the soil through which it percolates. 
This view had as one of its exponents no 


less a person than Kocher. 

(2) Toxic infective theory which was 
supported by McCarrison and which holds 
that the thyroid dysfunction is due to a 
specific infective agent or a specific intes- 
tinal flora. 

(3) Theory of absence of iodine from 
the food. Certain features of this theory 
appear strong. Marine holds that gure 
is simply a deficiency disease. 

(4) Multiple causation in relation to 
general hygiene. 

Each of the above theories has enjoyed 
the support of illustrious authorities, but a 
single specific cause of goitre has not been 
demonstrated. It may be that different 
causes exist to account for different patho- 
logic conditions of the thyroid. We must 
bear in mind, as D’Quervain points out, 
that “the term goitre merely expresses 
under one designation the various modes of 
reaction of the thyroid gland.” It is pos- 
sible that the different pathological condi- 
tions of the thyroid, which naturally result 
in different clinical pictures, may be due 
to different causes. 

D’Quervain considers that it is doubtful 
whether infections in distant areas affect 
the thyroid gland. He cites the case of a 
young woman who was slightly hyperthy- 
roidic and who died after her sixth “focal’’ 
operation, because the surgeon’s curette en- 
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tered the meniges during the curetting ot 
the ethmoid cells. This instance, to me, 
demonstrates nothing other than an error 
of surgical technic. The writer has never 
had a case of goitre in a person whose ton- 
sils had been removed prior to the onset of 
the goitre. Of thirty-three cases of goitre 
examined since first having had my inter- 
est directed to this phase of the subject, 
twenty-seven, or 84 per cent, had definitely 
diseased tonsils and in one or two others 
there was possibly tonsillar infection. The 
following abstracts from cases in this 
series are of interest: 


\W. F., 30. Has had attacks of tonsillitis since 
childhood. For past few years has been inclined 
to nervousness and palpitation of the heart, both 
of which conditions have been more marked since 
an abortion about eight months ago. Has had 
enlargement of the neck for several years. Ex- 
amination showed large, chronically inflamed ton- 
sils, a moderately enlarged thyroid with other 
evidence of thyrotoxicosis. The thyroid was re- 
sected, about 50 per cent relief followed. Six 
months later the tonsils were removed and practi- 
cally immediate and complete cure followed. 

. F., 26. Adenoma thyroid with hyperthy- 
roidism. The tonsils were large and quite mark- 
edly diseased. Thyroidectomy followed by gain 
in weight of ten pounds, and some lowering of 
pulse rate, but in general not more than 33 1-3 
per cent relief. Tonsillectomy was refused. 

F., 38. Large ademona thyroid with 
hyperthyroidism. The tonsils were large and 
chronically inflamed with a history of repeated 
At the time of the tonsil- 
litis the symptoms of thyroid disorder would grow 
worse. The thyroid was resected with about 70 
per cent relief. 

We Adenoma thyroid with distinct hyper- 
thyroidism. Tonsils large and chronically in- 
flamed. Their removal resulted within three 
months in a reduction in size of the goitre of 
about 50 per cent and 70 per cent relief of symp- 
toms of hyperthyroidism. 

W. F., 30. Adenomatosis of thyroid with hyper- 
thyroidism. The cardio vascular system had been 
considerably damaged. The tonsils were removed 
with partial relief. Four months later the thyroid 
was resected. The patient’s condition steadily 
improved except for the irreparable cardiac 
damage. 


Stucky states that he has not had more 
than a dozen cases of goitre which were not 
relieved by tonsillectomy, and that he has 
had many more which were. Kimbal in 
discussing the prevention of goitre in school 
children by the administration of iodine, 
found that of the children so treated but 
five developed goitre, and of these five in 
two, or 40 per cent, the tonsils were mark- 
edly enlarged and hyperaemic, and subject 
to recurrent attacks of tonsillitis. One was 
found to have congenital syphilis, in one no 
explanation could be advanced and one 
could not be traced for re-examination. 

It is the history of medicine that as a 
rule after many years or even generations 
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of complicated explanations, in time some 
simple and true cause actually will be 
found. When one reflects upon the enor- 
mous volume of literature that has been 
written with focal infections furnishing 
the text, it is remarkable that enlargements 
and dysfunctions of the thyroid have re- 
ceived such scant notice in this connection. 
Pus in the tonsils, the teeth, sinuses, etc., 
has been accused of causing well nigh every 
ailment that man is subject to, yet the lit- 
erature holds comparatively little suggest- 
ing that diseases of the thyroid may be due 
to these focal infections. Barach found, 
in twenty-five cases, a definite syndrome 
indicating thyroid dysfunction, which was 
evidently the result of chronic infection of 
the tonsils. These cases occurred in 
females, ranging in age from fifteen to 
thirty-five. Each case had suffered re- 
peated attacks of acute tonsillitis and there 
was present in each case a goitre of colloid 
type with symptoms of hypothyroidism. The 
attacks of tonsillitis antedated in each case 
the development of the goitre. If the theory 
that colloid goitre is due to lack of iodine is 
correct it suggests the possibility that 
chronic tonsillitis deprives the system of 
iodine. Reede has cited a case in which 


goitre symptoms were relieved by removal 


of two abscessed teeth. 


The diagnosis is not usually difficult. 
The old classical signs and symptoms do not 
need repetition. The use of the adrenalin 
test of Goetsch is not to be recommended, 
it is untrustworthy, according to Pember- 
ton, in 20 per cent of the cases. 


Mayo has stated that he has obtained a 
considerable number of _ reactions to 
Goetsch test in cases of nervous instability. 
There is one test which has developed in the 
past few years which is of great value, 
namely the determination of the basal meta- 
bolic rate. Boothby and Sandiford, who 
have had probably the widest experience in 
this line of work of any observers, have 
proved beyond doubt that they can accu- 
rately determine the degree to which the 
thyroid is functioning and a knowledge of 
this rate is essential to a thoroughly accu- 
rate diagnosis of any thyroid disorder. The 
determination of the rate will give specific 
information relative to the degree of func- 
tion of the thyroid at the particular time 
the test is made. The basal metabolic rate 
gives an “accurate mathematical index of 
the degree of functional activity of the thy- 
roid.” It will not give information relative 
to the amount of damage which has already 
occurred to the organism. That must be 
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determined by the physician through clini- 
cal means. 

Colloid goitre is that type which occurs 
in early life, the so-called ‘adolescent 
goitre” is of this group. It composed 16 
per cent of my cases. It is not associated 
with hyperthyroidism, and the basal meta- 
bolic rate is not increased, but is normal or 
below normal. In this type of goitre the 
enlargement is symmetric and the tumor 
soft in consistency. Adenoma of the thy- 
roid occurs usually at a little later age. The 
enlargement is more asymmetric and has 
not the soft consistency of the colloid. This 
is the form of goitre which may become 
enormous. Simple adenoma without hyper- 
thyroidism will not cause an increase of 
the basal metabolic rate. When in after 
years, as is usually the case, hyperthyroid- 
ism begins to occur, the basal metabolic 
rate will be proportionably increased, but 
it does not as a rule reach the height at- 
tained in exophthalmic goitre. In exoph- 
thalmic goitre the thyroid is usually, but 
not always, enlarged. It is generally noted 
in the third or fourth decades of life; it is 
accompanied by the classical signs of 
goitre, that is tremor, exophthalmos, tachy~ 
cardia, etc. The disease usually affects the 
nervous system most profoundly. There 
are periods of exacerbation and during 
these crises the patient is very sick. It is 
this type which gives the very highest 
metabolic rate. 

The treatment of goitre is both medical 
and surgical. Sistrunk in a concise and 
admirable paper outlined the treatment as 
follows: (1) Colloid should not be operated 
upon, it is amenable to medical treatment. 
The use of thyroxin, for the isolation of 
which Kendal is due credit, will cure these 
cases. Removal of the thyroid unless fol- 
lowed by administration of some iodine 
preparation will probably not cure the case 
and removal of the thyroid at the age at 
which this type of goitre occurs is not 
good surgery and should not be done. Where 
an adenoma of the thyroid occurs in a per- 
son less than thirty years of age, and is not 
causing pressure symptoms, and is not as- 
dociated with hyperthyroidism, it should 
not be operated upon, because of the fact 
that the thyroid is of great value to the 
body economy at this age. If it is accom- 
panied by pressure symptoms or by hyper- 
thyroidism it must of course be removed. 
After thirty years of age it is advisable in 
any case to remove it because it is this type 
of goitre which will probably become associ- 
ated with hyperthyroidism in later years. 
And this constant hyperthyroid condition: 
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through the years will finally wreck the 
vital organs. The exophthalmic goitre 
should be operated upon regardless of the 
truth that very occasionally a case of this 
type may go on to recovery without opera- 
tion. This is not by any means the rule 
and medical treatment in this condition is 
not comparable to surgical intervention 
and is accompanied by a grave risk and 
responsibility. The medical treatment aside 
from the administration of iodine ,or its 
products, in the colloid type, consists in 
rest, the application of ice caps over the 
heart, digitalis if indicated and a plain 
simple diet. 

Cases should be carefully prepared for 
operation. In addition to the above the use 
of iodine is of greatest value. Compound 
solution of iodine (Lugol’s solution), fifteen 
to thirty minims daily, will usually cause 
rapid and decided amelioration of the nerv- 
ous symptoms with a drop in the basal 
metabolic rate and a general improvement 
of the patient. 

All cases should be laryngoscoped before 
operation. In a series of 1,000 cases of 
D’Quervain's, thirty-one were shown to 
have paralvses of one recurrent laryngeal 
nerve prior to operation. Very valuable 


information may be obtained by making 


use of this routine examination. One of 
the authors’ cases developed postoperative 
obstructive dyspnoea. This case had not 
been laryngoscoped prior to operation. I 
therefore felt forced to accept the respon- 
sibility of the bilateral lesion. 

The results obtained from treatment of 
goitre by means of the X-ray and radium 
have not equaled those obtained through 
surgery. In general the disadvantages of 
radium and X-ray therapy in goitre are: 
(1) It is difficult to regulate the dosage. 
(2) Burns. may and have occurred. (3) 
The rays show their destructive effect 
slowly and their action is cumulative. (4) 
Myxoedema may result. (5) Acute exacer- 
bation may result. (6) Relapse after ap- 
parent or real improvement is common. 
(7) Subsequent surgery is seriously ham- 
pered. 

In some cases the type of operation to be 
done requires very expert judgment and it 
is this judgment which frequently will de- 
termine the difference between life and 
death. Cases of simple adenoma without 
hyperthyroidism should withstand thyroid- 
ectomy. Where there is any doubt it is 
safer to inject plain boiling water or novo- 
cain and be guided in future steps by the 
amount of reaction following. Thyroidec- 
tomy ,or any other surgical - procedure, 
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should not be performed upon a patient 
going through a crisis. This class of patient 
should receive medical treatment until a 
more favorable time, when injection of boil- 
ing water and then ligation should be per- 
formed, to be followed a few months later 
by more radical operation. 

Thyroidectomy cannot be safely per- 
formed when the basal metabolic rate is 
rising. The administration of fluids is of 
great value in the pre-operative treatment. 
Purges should not be given or an intrac- 
table diarrhoea may follow. Ether is gen- 
erally the anesthetic of choice, or a com- 
bination of loca] anesthesia with gasoxygen. 
The Kocher incision is generally employed. 
A good exposure of the field is obtained by 
as large an incision as necessary and as 
much muscle is divided as is necessary. In 
large goitres causing pressure on the 
trachea, Balfour recommends primary di- 
vision of the isthmus and outward enuclea- 
tion of the lobes. Proper ligation of the 
superior thyroid has been stressed. If the 
posterior capsule and as much of the pos- 
terior gland as necessary is left there is 
little danger of injuring the recurrent 
laryngeal nerves and para-thyroid bodies. 

Pemberton points out that in a large 
goitre the nerve may be postero mesial to 
the lobe rather than in the anatomically 
normal posterior position. It is advisable 
in such cases that along the mesial surface 
of the lobe points of forceps should not be 
placed posterior to the frontal plane of the 
anterior border of the trachea. Forceps 
should never be applied indiscriminately, it 
is by such hasty application that damage 
is generally done to the nerves. In a case 
in extremis Graham has developed what he 
terms an emergency operation. In this no 
attempt is made to close the wound, but it 
is left wide open for a later day. It is the 
consensus of opinion that these wounds 
should be drained, certainly the toxic cases 
should be and must be, and drained as 
thoroughly as any septic wound. If the 
muscle is sectioned at a higher level than 
the skin and the tissues later are neatly ap- 
proximated there is little scar. After 
operation the patient should receive fluids. 
If much redness and swelling of the wound 
occur a pack of glycerine soaked gauze may 
be applied. 

The prognosis of goitre depends largely 
upon the type of goitre, upon the time it 
comes to operation and upon the judgment 
of the man operating. In exophthalmic 
goitre there is a mortality ranging up to 4 
per cent. Good judgment in selecting a 
time of operation and the type of operation 
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give a lower mortality. Following a suc- 
cessful operation the results obtained are 
satisfactory. 


DISCUSSION 


Dr. W. W. Crawford (Hattiesburg): I want to 
commend Dr. Parsons for this very excellent paper. 
I almost imagined I was sitting in a staff meeting 
at Rochester when I heard him give the subject 
matter contained in his paper—so well balanced 
and thorough. 

Of course in Mississippi we do not have as 
many cases of goitre to contend with as they do 
in some other States. In some of the Swiss cities 
over 25 per cent of a doctor’s patients have goitre, 
and when you walk down the streets of Rochester 
you think it is almost as bad. Of course they are 
not all inhabitants of that State. 

I do not wish to take time to discuss this paper, 
for two reasons; first, because I can not add 
much to the subject, and, second, because we have 
with us Dr. Sistrunk, whose treatment has been 
quoted by the essayist, and I would like to hear 
him at this time. 

Dr. W. E. Sistrunk (Mayo Clinic): I have en- 
joyed listening to Dr. Parson’s paper very much, 
and he has covered the subject so well that there 
is little I can add, so I will confine my remarks to 
some recent changes we have made in dealing 
with exophthalmic goitre cases—some changes 


that are a very decided advantage in this work. 
During the last two years Dr. Plummer has been 

able to prove almost conclusively that we have 

reduced our mortality considerably in dealing 


with exophthalmic goitre by preparing these 
patients with iodine, and by the use of iodine we 
have been able to almost completely rule out post- 
operative hyperthyroidism. Not only that, but 
through this means of preparation we have been 
able to do primary thyroidectomies very much 
oftener than before. It is difficult to know just 
exactly how iodine benefits the patient. We have 
theories regarding it which we think are fairly ac- 
curate. For instance, when a patient develops 
exophthalmic goitre something is thrown on the 
thyroid gland which causes this great hyper- 
trophy and increase in secretion. The thyroid 
secretion in a normal individual has this active 
principle of thyrotoxin, and the base of thyro- 
toxin is iodine. We feel that when a patient de- 
velops exophthalmic goitre he has used up the 
iodine in his system and really needs more iodine 
for the work his thyroid is called upon to do, and 
because of his inability to obtain this there is pro- 
duced the thyroid crisis which we see. If we take 
a normal patient and feed him thyroid extract we 
can produce many of the symptoms of hyperthy- 
roidism—loss of weight, rapid pulse, sweating, 
and many of the nervous symptoms—but we can- 
not produce true exophthalmic goitre, we cannot 
produce the crisis, for we cannot produce the 
exophthalmos. We feel that when patients suffer- 
ing from active hyperthyroidism due to exoph- 
thalmie goitre are given iodine, it supplies the 
base the thyroid needs to allow it to make true 
thyroidization, and we want to bring the patient 
back to the state he would be in with the admin- 
istration of large doses of thyroid extract. 

It has been very interesting, indeed, to note the 
great time and the great degeneration of vital 
organs which is saved by being able to do pri- 
mary thyroidectomy. We have realized for a 
long time that the best results were obtained on 
patients operated very early, because the damage 
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was so slight that operation could be done more 
safely; but on account of inability to judge cer- 
tain people it was necessary in many of these 
cases to do some preliminary operation in order to 
prepare them for the thyroidectomy. Before we 
used iodine when people came in crisis it often 
required weeks of treatment before we could do 
anything in a surgical way. Then we very cau- 
tiously injected hot water, or possibly did a liga- 
tion, in order to allow them to gain in weight. This 
weight gain occurred after two or three months, 
and many people who came back after having two 
ligations would be fifteen or twenty pounds 
heavier. Their metabolic rate would have 
changed very little, but on account of this gain 
in weight we were able to go in and do a thyroid- 
ectomy. However, some people who had liga- 
tions came back with evidence of very great dam- 
age which had occurred after two or three months. 
A great many people coming to the Clinie would 
be extremely sick and it was not an uncommon 
thing to have patients die within a day or two 
after admission. Now we realize that the sicker 
these people are and the nearer the crisis, the 
more likely they are to improve under Lugol’s 
solution of iodine, and it is not uncommon now to 
see patients come in in extreme crisis, given one 
dram, or a half dram a day, and in two or three 
days the metabolic rate dropped considerably and 
they are entirely different so far as nervous 
symptoms are concerned. Many of these people 
after ten days’ preparation, even though they 
were in crisis, will be in such condition that it is 
possible to do a primary thyroidectomy with no 
hyperthyroidism following operation. We feel 
that this has been of great importance in an eco- 
nomic way for the patients, and also in diminish- 
ing the degenerative changes that occur during 
the two or three months of active hyperthyroidism. 
Of course the metaboli¢ rate is a great index as to 
the degree of hyperthyroidism and we use it a 
great deal in exophthalmic goitre. It is one of 
the best means we have of determining the 
amount of improvement that the patient is mak- 
ing when being prepared with Lugol’s solution, 
and when we find a patient has improvement of 
nervous symptoms, when the pulse rate drops, 
when the weight loss stops, and especially when 
there is a gain in weight, then we ean consider 
primary thyroidectomy. 

After thyroidectomy is done these people are 
tested again to ascertain if enough thyroid tissue 
has been removed, and if the rate is normal after 
three weeks we leave them alone; but if the rate 
is too high we feel that we have not removed 
enough tissue. And so Lugol’s solution is a great 
help. It is not an uncommon thing to see a 
patient whose rate at first was 20 to 30 above 
normal, following the thyroidectomy to have the 
rate drop after a short treatment with the Lugol 
solution. 

After we have made every effort in selecting our 
patients by preparing them as I have indicated, 
we have something else to deal with, and that is 
the surgical mortality. Of course the immediate 
surgical mortality on the operating table does not 
amount to much; but we cannot help feeling that 
postoperative complications are responsible for 
about 50 per cent of deaths—in patients properly 
prepared for operation. Those accidents which 
come after operation may be looked upon as fall- 
ing into four groups—dyspnoea following opera- 
tion; secondary hemorrhage; acute pulmonary in- 
fection, and tonsillitis, and sometimes high tem- 
perature from wound infection. If any of these 
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accidents happen to the seriously sick patient the 
chances of death are greatly increased, and in 
my work last year fully 50 per cent of the mor- 
tality came from these postoperative complica- 
tions. So I think it is well to bear in mind that 
the preparation of very sick patients is most im- 
portant. 

Dr. E. F. Howard (Vicksburg): I hesitate to 
follow in discussion these two very distinguished 
gentlemen who have just spoken, but sometimes 
the ordinary fellow can help to drive home a 
point, and that is what I am trying to do now. 

I wish first to speak of focal infection and the 
possibility of the inflamed tonsil having some- 
thing to do with it. I see quite a few of these 
cases myself, in throat work, but it was a new 
thing to me that focal infections should have 
such an effect upon goitre etiology until Dr. Par- 
sons brought it to my attention. I have seen most 
of the cases on which his paper is based. The 
first case in which I really accepted the idea was 
one that came eight months following the re- 
moval of the thyroid—came for a tonsillectomy. 
I did a tonsillectomy and, while I do not claim 
the credit for it myself, since I did not suggest 
the tonsillectomy, the patient got very material 
relief above what she already had, and she finally 
got entirely well. 


The next point is that of laryngoscopy. Paraly- 
sis of the recurrent laryngeal nerve is not such a 
rare thing that we can wave it aside as never 
going to happen. A man can get along very 
nicely, indeed, with even a complete paralysis of 
one of them. I recall one instance in the army, 
a man who passed the Draft Board and had been 
in the service six months with complete paralysis 
of one of the recurrent laryngeals. Dr. Parsons 
said in a series of 1,000 cases, 30 showed paralysis 
of one or both nerves. If you operate on a 
patient with paralysis of one recurrent laryngeal 
and you happen to damage the other one, you 
have made trouble right there. If you knew 
before you started to operate that that patient 
was paralyzed on one side, I think you would be 
a little more careful in what you did. At any rate 
you could ‘protect yourself by telling the patient 
of the added danger and wouldn’t be so apt to be 
running to the council for defense from a damage 
sult. 

Dr. J. G. Gardiner (Columbia) : One point I have 
learned is that after a patient has been operated 
and returned to the room, while she is still under 
the anaesthetic, I have the nurse notice whether 
the patient is able to talk, whether she can use 
her voice. I did a thyroidectomy on a woman 
some time ago. She knew quite a bit about thy- 
roids and something about the recurrent laryngeal 
nerves, so after she wakened she had total loss of 
voice. I examined her carefully and could not 
find out why she could not use her voice, but 
she went on that way for nearly a month. Then 
she came in one day and said, “I believe if you 
were to give me an anaesthetic and loosen my 
vocal cords I would be all right.” So I gave her 
an anaesthetic and put a laryngoscope down 
her throat, and she was all right. I mention that 
to show that if a patient develops hysteria it may 
cause a lot of trouble. 

Dr. G. Street (Vicksburg): The last speaker 
reminded me of a case that I had two years ago, 
a patient who lost her voice following a thyroid- 
ectomy, and it went on for two months. Exam- 
ination failed to show any paralysis of the vocal 
cords, and I suspected an hysterical condition. I 
told her several times that I was going to give her 
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electrical treatment to bring her voice back. She 
got that impression in her mind, and then by 
means of a little Faradic current on her tongue I 
gave her a shock, and her voice came back imme- 
diately and has been all right ever since. : 

I think the point that should be emphasized 
most in dealing with cases of exophthalmic goitre, 
and a point which has been stressed already, is 
pre-operative treatment, particularly with Lugol’s 
solution. It was my good fortune about two years 
ago to hear Dr. Sistrunk speak on this subject, 
and we at once began the use of Lugol’s solution 
in the preparation of our patients for operation, 
and since that time we have noted that the surgi- 
cal mortality following operation of exophthalmic 
cases has dropped almost to nothing; barring, of 
course, the occasional postoperative complica- 
tions. We do not see the intense toxemias we 
used to have following thyroidectomy, and be- 
sides, we have been able to operate on more 
cases without preliminary ligation than before 
we used the Lugol solution. 

Dr. W. H. Parsons (closing): Dr. Crawford 
spoke of lack of these cases down here. I want 
to bring out the point that there are possibly 
more of these cases than we realize. I think 
frequently cases are overlooked. 

Most of the cases I have operated upon have 
been done under local anaesthesia, and, of 
course, with this form of anaesthesia one can 
test out the voice at any time. To me that is 
one of the attractive features of local anaes- 
thesia. Of course loss of voice from hysteria can 
be dealt with, but if one is so unfortunate as to 
traumatize both of the recurrent laryngeals, that 
is a different affair. So it behooves every man 
who does this class of work to avoid this com- 
plication. 

_I want to thank Dr. Sistrunk for his discus- 
sion. 





REPORT OF TWO CASES OF DER- 
MOID CYST WITH TWISTED 
PEDICLE.* 


Apa ScHwine KIBLINGER, M.D. 
NEW ORLEANS. 


Case 1: Consulted by Dr. Elliott Kiblinger and 
the writer in the spring of 1911 on account of 
rapid loss of weight, fever and pain in abdomen. 
She claimed to have noticed a gradual enlarge- 
ment of abdomen extending over a period of 
two years, but which lately had taken on a more 
rapid growth. 

Family history negative. Patient, Mrs. G., 
age 28 years, white, farmer’s wife, 2 para, 0 
abortions, on inspection showed marked cachexia, 
prominent abdomen. Examination showed tem- 
perature 103f.; pulse rapid. A large mass could 
be felt in abdomen, movable and irregular, cystic 
in feel. Immediate operation was advised. 
Patient waited to consult family and within three 
days experienced sharp pains, in abdomen, symp- 
toms of shock and sepsis. Immediate operation 
was urgently advised. A median incision was 
made from which about a pint of bloody fluid 
escaped. The tumor was dark in color and shaped 
like a cushaw with its stem completely twisted 
on itself. In size it was larger than an adult 
head. The stump, about two inches in thickness, 


*Read before the Orleans Parish Medical Society 
May 26th, 1924. 
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was clamped and tied in sections and tumor am- 
putated. The opposite, or left side showed a 
smaller mass about the size of a cocoanut also 
involving the ovary. This was also removed. 
The masses on section proved to be dermoids. 
This patient is well today and conducts a busi- 
ness in New Orleans. 

Case 2 is of D. L., mear New Orleans, age 3% 
years. Her mother consulted me on May 30, 
1923, and gave following history: Child ill nearly 
all of life. Pneumonia about a year ago. In hos- 
pital long length of time. Recurrent attacks of 
indigestion. For over two years under care of 
a physician. 

Inspection showed an anemic looking child with 
cervical glands slightly enlarged. On palpating 
the abdomen a movable mass the size of a golf 
ball could be felt. Not being able to determine 
what it was, advised G. U. and G. I. pictures. 
These were reported negative. I advised further 
measures to find what this mass was before it 
gave trouble, but did not see the patient again 
until September 23, 1923, when I was sent for 
to see her at the Hotel DeSoto. Her home doctor 
had advised the parents to bring her to the city 
as surgical measures were indicated. This illness 
had lasted three days. There was fever, nausea, 
vomiting, pain in abdomen, and a larger mass 
than I had felt before. The child grew rapidly 
worse, lying in a doubled up position with tense 
abdomen. 

Dr. Elizabeth Bass made blood examination 
and found leucocyte count 24500. Child was 
removed to Hotel Dieu and at 5:30 p. m. abdo- 
men opened with Dr. Elliott Kiblinger assisting 
and Dr. Cain administering the ether. Free 
peritoneal fluid was present and a mass the size 
of an orange and dark in color was delivered. 
The stump was small and twisted twice on itself. 
This was clamped and the mass was removed, 
the attachment being in the region of the ovary. 
Convalesence was rapid. 

The interesting features of Case 1 are: 
the sudden developing symptoms of malig- 
nancy superimposed on a sudden twisting 
of the pedicle; the greenish yellow hue of 
the skin with rapid loss of weight the pre- 
ceding month; finding a dermoid of each 
ovary in a multipara, and the operation 
being performed in the patient’s home. 

In the second case: the age of the 
patient; the duration of the illness; the at- 
tacks of indigestion which may have been 
caused by a partial twisting of the pedicle 
which righted itself; the sudden and rapid 
developing symptoms of sepsis after so 
many months of chronic illness, and the 
rapid convalescence. 

Comment: The tendency of ovarian der- 
moids is to malignancy. Danger of sud- 
den twisting of the pedicle of such a tumor 
makes its removal imperative. 


DISCUSSION 


Dr. H. W. Kostmayer: It is certainly unusual 
to think of finding one in a child, as young as 
she did, especially growing with the rapidity to 
promote twisting. 

_ The most interesting feature of paper to me 
is the successful performance of the operation 
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in the patient’s home in Avoyelles parish. I 
often wonder how these things can be done with 
such ease. I have seen them done, but when I 
think of the difficulty that I encounter with all 
conveniences, I cannot help but wonder at and 
admire the successful demonstration of the 
operation in the patient’s home. I think the doc- 
tor is to be congratulated on the result. 

Dr. John F. Dicks: It has been my experience 
that dermoid cysts are usually bi-lateral. This 
fact was borne out in Dr. Kiblinger’s first case. I 
would like to know the condition of the other 
ovary in the second case. 

Dr. Kiblinger, closing: 

Answering Dr. Kostmayer, I would say the 
operations in the homes are difficult. We found 
by using great care we were successful. Our 
mortality was low. 

Answering Dr. Dicks about the second ovary 
being in trouble: The other ovary in the child 
was to all appearances normal. 





THE REHABILITATION OF THE 
RECOVERED PATIENT.* 


Davip H. Keruer, M.D. 


Assistant Superintendent, Louisiana Hospital for 


Insane, 


PINEVILLE, La. 


The service a State Hospital for the 
Insane renders its district is in direct pro- 
portion to the movement of its population. 
This movement consists of admissions, 
deaths, and discharges. Admissions are 
vitally necessary in order to accomplish 
the purpose for which the hospital is or- 
ganized, and in order to provide for these 
admissions, patients have to leave the hos- 
pital, and while we expect in the natural 
course of events a certain percentage of 
cases to die, yet, the far more preferable 
vacancy is caused by the ultimate recovery 
and discharge of the patient. 

It is not to be taken for granted that the 
word “recovery” means either that the 
patient is mentally well for the remainder 
of his life, or has completely wiped out of 
their mentality, all vestiges of the mental 
illness. In fact, we have a special term 
which is applied to one class of cases, 
namely “social recovery,” by which is 
meant a recovery sufficient to enable them 
to resume a place in society, but not com- 
pletely recovered from the residue of their 
psychosis. Yet these cases of “social re- 
covery” frequently remain in private life 
for years, being able to adjust themselves 
to their environment in spite of the slight 
remnant of “queerness” which stamps 
them as somewhat unusual types of man- 
kind. 


*Read before the Louisiana State Medical Society 
April 22-24, 1924. 
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Consequently, to make room for acute 
cases of insanity, the superintendent and 
staff of a State Hospital are constantly 
going over their patients in an endeavor 
to select those who can, either on account 
of complete recovery, or social recovery, 
once again take up their place in society 
outside the sheltering walls of a State in- 
stitution. 

Once a patient has been presented to the 
hospital staff with a recommendation for 
discharge by the ward physician in charge 
of their cases, and the staff places itself 
on record as approving of their discharge, 
the next problem is to secure the co-opera- 
tion of the family in actually removing 
their relative from the institution. 

You would be surprised to see how ex- 
tremely difficult this is in many cases, 
either on account of the family’s poverty, 
indifference, or actual hostility to such a 
move. Many persons feel that once their 
relatives are securely placed in a State in- 
stitution that they are there for life and 
actually consider it an insult if the sug- 
gestion is made to them, that, on account 
of the recovery or great improvement of 
their relatives, that they re-assume the re- 
sponsibility of their care. The result is 
that every institution has a certain num- 
ber of patients no longer in need of insti- 
tutional care, but who perforce have to be 
kept as patients because no one will 
assume the responsibility of their care. 
and thus they remain, especially the aged, 
as life long charges of the State, taking up 
room that should be taken by cases of 
acute insanity. 

However, it is not this class of patient 
that we are considering, but the patient 
who has been discharged and returned to 
his community and family to resume 
his place in society. Their value to their 
family and society depends entirely on the 
length of time they are able to be self- 
supporting, support their families and re- 
frain from being in anyway a menace or 
source of irritation to the surrounding 
community. We can expect in certain 
psychoses a recurrence of the attack, but 
the further apart these attacks are, the 
greater benefit the patient is to their 
family and community and the less ex- 
pense to the State. 

It has, therefore, seemed advisable to 
investigate briefly the causes that inter- 
fere with the rehabilitation of the recov- 
ered case, and just how the patient can be 
shielded from these so as to remain free 
from future attacks. Primarily it seems 
that the attitude of the community to the 
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returned patient is unfair and entirely dif- 
ferent than it is in other classes of disease. 
The recovered cases of pneumonia, typhoid 
or fracture, can be returned from the hos- 
pital and nothing much thought of it, they 
are certainly welcomed by their family and 
neighbors. The patient, however, who on 
account of mental illness, has been to a 
State Hospital for the Insane, has recov- 
ered and returned home, is looked upon 
with suspicion by all who come in contact 
with them. All their acts and all their 
words are carefully weighed, the entire 
neighborhood constituting itself as a com- 
mittee of the whole to see who can first 
detect some abnormality which indicates a 
return of the psychosis. The family, 
especially, is intolerant of any unusual 
behavior and constantly threatens to send 
the patient back to the hospital if they 
don’t behave themselves. On this account 
any serious effort on the part of the recov- 
ered patient to resume their former station 
in life, is looked on askance by the family 
who have managed things while the father 
or mother was away, and investigation re- 
veals that many of our dischargea patients 
are constantly being threatened with re- 
turn to the institution if they are not con- 
tent to retain a subordinate place in the 
affairs of the family. In other words, 
there is a tendency to look on the insani- 
ties in a medieval manner, to consider that 
in some way the patient is at fault and 
that once they have been in an institution 
for the insane, they must be always the 
object of suspicion and constantly under 
the liability of return to the hospital, not 
indeed, for treatment,.but simply as a pun- 
ishment for refusing to accept in every 
way the dictum of their family or neigh- 
bors as to their conduct and mode of daily 
life. How fortunate it would be if all of 
our patients were welcomed home by lov- 
ing friends and neighbors, and the first 
trying months of their life outside of the 
hospital made comfortable and pleasant by 
the kind ignoring of their past, and the 
overlooking of idiosyncracies which are 
common to all of us. Here let me recom- 
mend to you the conduct of a little Mora- 
vian Community at Emmas, Pa. Banding 
themselves together in 1761, they realized 
the possibility of having to provide for the 
occasional case of mental trouble, so in 
paragraph 25 of their articles of agree- 
ment, they wrote: 

“Should any person, by the all wise Providence 
of God, be deprived of his senses, he shall, for 
God’s sake, be mercifully treated and patiently 


borne with and be committed to the care of dis- 
crete persons to be attended and nursed by them 
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both as to soul and body, and if so be, he is 
restored again, no mention shall be made of the 
former situation in any wise.” 

It is to this final sentence “that no men- 
tion shall be made of the former situation” 
that I particularly wish to call your atten- 
tion, and make the bold statement that if 
we could only have this rule applied to 
every discharged patient, their lives out- 
side the institution would be more profit- 
able and happier, and the period of their 
mental well being infinitely prolonged. 

There are two factors that act as deadly 
poisons to the recovered patient and unfor- 
tunately are becoming more common. 
These are alcoholism and drug addiction. 
The mental system just recovered from a 
manic depressive psychosis can ill stand 
the toxins of the average bootleg whiskey, 
cocaine, or morphine, and this is especially 
true of the colored race, and many patients 
are returned to the institution who would 
have remained out indefinitely if they had 
not indulged in these deadly poisons. 
Equally dangerous to the female sex is the 
stress of poverty, malnutrition, child birth 
and the subsequent lactation. All these 
are predisposing factors of the gravest im- 
port to the recovered female. It would seem 


that on their return to their homes every 
effort should be made to shield them from 
the vicious results of the stress of modern 
life; as we know that those who are able 
to pursue a sheltered, quiet life remain 


mentally well. Too frequently these unfor- 
tunate women, white as well as black, are 
returned to us showing too plainly the pov- 
erty and hardships they have had to endure 
and the history of another little life 
brought unwillingly into the world during 
this period. It is no wonder that a men- 
tality slightly abnormal breaks under the 
strain. 

Poverty in itself is a cause of relapse 
and during periods of high water and over- 
flow there is not only an increased diffi- 
culty in securing the discharge of the re- 
covered patient, but also a greatly in- 
creased return of patients to the institu- 
tion and this return seems to be directly 
dependent on the increased poverty of the 
overflowed community. 

At the time of discharge of a patient 
from the Louisiana Hospital for Insane, 
the superintendent, or in his absence a 
member of the staff, carefully goes over 
the patient’s case with the family and ad- 
vises them as to the proper care of the 
patient outside of the institution. Corre- 
spondence is always invited and welcomed, 
and frequently by advice given in letters, a 


149 


threatened relapse can be avoided. Corre- 
spondence with the patient’s family physi- 
cian is especially welcomed and every 
effort made to secure the most fraternal 
co-operation with him in their care. 

What more can be done to assist the 
recovered cases in their effort to remain 
normal? In certain of the States welfare 
workers look after all discharged cases and 
endeavor to help them and their families 
during the trying months of final mental 
convalescence. This may ultimately be- 
come workable in Louisiana, but the dis- 
tances are so great that the cost would 
likely be a prohibitive factor. The ques- 
tion remains, however, as to whether a 
greater interest on the part of the medical 
profession in these cases would not be pro- 
ductive of much good. Certainly the 
family physician has a very definite part 
to play in the education of the community 
and the family in regard to the better and 
more sympathetic care of the returned 
patient. Just how far he can be assisted 
in this work by the legal profession and 
the religious leaders of the community is a 
question worthy of consideration which 
only the future can decide. Certain it is, 
that the charitable organizations of each 
parish should pay especial attention to the 
families where either the father or mother 
is a recovered patient. Financial aid in 
periods of stress to these families may aid 
the recovered patient in maintaining their 
mental poise and remains a potential source 
of revenue to the State, rather than a com- 
plete loss. 

The present growth of our State Hos- 
pitals cannot continue without becoming 
an actual menace to the financial life of 
the commonwealth. It is not enough to at- 
tempt to cure the citizen who has devel- 
oped a psychosis, greater care must be 
taken to prevent him from doing so and 
also, once he has recovered, to keep him so. 
This care of the recovered patient, so that 
he can complete the process of rehabilita- 
tion, is of such importance that all branches 
of the professional, intellectual and social 
departments of State welfare work should 
work in the closest harmony to promote 
the same. 


DISCUSSION 


Miss Betty C. Britton (State Hospital Jack- 
son): Dr. Keller asks what more can be done to 
assist the recovered patient in his effort to re- 
main normal. I answer without hesitation, 
“psychiatric social work.” 

The good will and confidence established 
between the social worker and the patient, dur- 
ing his residence in the hospital, should follow 
him to his home, helping him, first in educating 
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the family and community in their treatment of 
the patient, getting away as far as possible from 
the morbid curiosity and fear that still remains 
with the public in regard to mental illness; 
smoothing out the difficulties, and finally getting 
him established in some work that will make him 
feel that he is once more a useful member of the 
family and society; urging upon the family and 
the patient the fact that play is as necessary as 
work. This assistance given often enables him 
to prolong his stay at home, if not to make a 
permanent recovery. 


The cost of social work at first glance seems 
prohibitive—the cost of everything is compara- 
tive. In the hospital where social service has 
become a well organized department, this branch 
of the service is looked upon more as an invest- 
ment and an asset than as an added expense. 
When you consider that six patients on parole 
mean a saving to the State of the salary of a 
worker, it can readily be seen that all paroled 
above that number are an investment. This 
aside from the humanitarian aspect of the work, 
makes it clear that social service has come to 
stay and it will not be long in the future before 
every hospital will consider it a most necessary 
department. 


Dr. Keller has spoken of the recovered patient 
who remains in the hospital because there is no 
one to assume his care. It is comparatively easy 
to return a recovered patient to his home at any 
time during the first year or two of his resi- 
dence in the hospital, but after that time, each 
year makes it increasingly difficult, for his place 
in the home life is lost. Here again a personal 
visit of the psychiatric social worker can fre- 
quently do more toward rehabilitation than any- 
thing else; educating the family and community 
in the care and treatment of the patient, making 
them understand that mental disease is not a 
disgrace and is to be treated just as is treated 
any other disease. 


Through the efforts of the social department 
of the East Louisiana Hospital, many recovered 
patients have been paroled and discharged, who 
have been in the hospital for years and were con- 
sidered homeless and unable to make a living. 
Communication has been established with rela- 
tives and friends, the patient sent home on 
parole, and found to make social adjustment and 
in some cases to become a useful citizen. I have 
in mind among many others, the case of a young 
woman who came over here from England with 
her husband. He was at sea most of the time, 
leaving her alone without friends. She brooded 
upon her loneliness and soon had to be sent to 
the hospital. An interview was obtained with 
the husband and he was prevailed upon to take 
her back to her family in England. I could tell 
of many such cases had I the time, where 
patients, some of them after a residence in the 
hospital twenty odd years, have been returned 
to their homes, both in this country and across 
the ocean, who otherwise would probably have 
spent the remainder of their lives in the institu- 
tion. 


The most discouraging branch of the work by 
far to the social worker is that of obtaining 
occupation for the recovered patient, who is re- 
garded with suspicion and fear by the com- 
munity, and though a better understanding is 
growing, we are far from the condition which 
obtains at a certain Eastern State institution, 
where there are more applications for the ser- 
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vices of recovered patients than can be filled, 
with salaries ranging from $25.00 to $100.00. 
But, on the other hand, there is great satisfac- 
tion in realizing that by far the largest number 
of patients have been paroled and discharged 
within the last two years of any like period with- 
in the history of the East Louisiana Hospital, 
which gives us hope that with better roads and 
a better organized social service department, we 
shall eventually be able to decrease the popula- 
tion of the State hospitals. 
The out clinic is of the utmost importance in 
helping the paroled or discharged patient in his 
readjustment. As yet this branch of the service 
is a dream in our institution, but we who are 
closest to the service have seer. things grow so 
satisfactorily, that we dare hope that in cae near 
future such clinics may be established, and in 
view of the fact that there are 210,000 mentally 
ill persons being treated in State institutions in 
this country, it is apparent that aside from 
humanitarian and charitable considerations 
something must be done to relieve the situation. 


Dr. John D. Young (Shreveport): Dr. Keller’s 
paper is both timely and instructive, and calls 
to our attention a great deficiency in our social 
system. Even the savages pay more attention to 
those mentally afflicted than society does today. 
The savages protected those mentally afflicted 
and they were not allowed to be overburdened 
nor any allusions made to their condition. Dr. 
Keller has called to our attention the large in- 
crease of those mentally afflicted in this State. 
I think that is largely due to the somewhat crude 
methods we have had at our command in making 
diagnoses. But overcoming the prejudice of the 
community to which these patients have been re- 
turned, I think is dependent to a large extent 
upon education, and that the education should 
begin in the medical ranks. The neuropsychiat- 
rists in all parts of the country are familiar with 
the doctor who calls them into consultation and 
says, “Go to see this fellow—he is crazy,” and 
then they drop them. It is up to us to secure the 
co-operation of the practitioners in these com- 
munities and to place propaganda at the disposal 
of those concerned—the families and others. | 

Regarding pregnancy in patients who have 
been returned from State institutions, I am abso- 
lutely opposed to it under those conditions, and 
I think instructions on the part of the family 
physician regarding the prevention is absolutely 
within the rights of the medical profession. If 
these things are allowed to go on, there will be 
more and more mentally afflicted brought into 
the world. 


The social service workers of the State will be 
a big factor in helping in the rehabilitation of 
these patients. Sometimes a change in environ- 
ment will produce the desired results. All these 
factors have to be considered and we hope to 
get more co-operation from the medical profes- 
sion throughout Louisiana, in rehabilitating the 
mental defectives of the State. 

Dr. R. McG. Carruth (New Roads, La.): I have 
listened with interest to the reading of Dr. 
Keller’s paper and the points brought out in the 
discussion, and I wish to say that it is my candid 
belief that this larger question of which his 
paper covered one phase, is the most important 
question that confronts the civilized world today. 
As to the point insisted upon by Dr. Keller con- 
cerning the importance of getting in contact with 
the family physician, and the necessity of im- 
pressing upon him the importance of his acting 
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in an advisory capacity to the family in regard 
to the care of the convalescent patient, I want 
to say that the time has come when all practi- 
tioners, especially throughout isolated regions of 
the country, must devote more serious thought 
to the study of these troubles. The time is long 
past when physicians can ignore this question. 
We are all confronted with it. The time was, 
only a few years ago, when, in our little Parish 
Society discussions, little community center 
health meetings and in little talks before mother’s 
clubs, the physician who dared to say much on 
this subject was considered radical, or even 
“cranky.” But now the business man in the 
street, the poor woman in the home—everybody 
is beginning to recognize that the question of 
insanity is looming ever larger before us, and 
that we must begin to take thought as to what 
we shall do about it. 


I want to ask Dr. Keller to tell us in his clos- 
ing remarks, his experience in regard to the 
effect of the adding of the burden of child bear- 
ing with its dependent ills and its subsequent 
cares to these already overburdened, psychopathi- 
cally weak women who are returned to their 
homes presumably cured, from our various insti- 
tutions. This particular phase of the question is 
of vast importance not only to the unfortunate 
individual, but one in which the whole community 
is vially interested. If we continue to allow the 
unlimited propagation of the unfit it is a ques- 
tion of only a few years when we will no longer 
be able to build homes in which to house this un- 
fortunate class. 

Dr. D. O. Willis (Leesville): I have listened 
with great interest to Dr. Keller’s paper and the 
remarks of those following, and I wish to say a 
few words as to the official who deals with the 
problem of getting these people into the hos- 
pitals for the insane. Some time ago I had a 
letter from Dr. Thomas, at Pineville, making re- 
quest that we be careful about sending the old 
and feeble to the hospital, and others that he 
mentioned that might possibly be kept at home. 
It was not a new thought with me, and I replied 
to Dr. Thomas’ letter to that effect—that we had 
been refusing to send that class of patients to the 
hospital. 

Another point is that I feel the men who hold 
the position of coroner should become largely re- 
sponsible for the confinement of those people, 
and by all means post themselves a little more 
thoroughly than the ordinary physician is posted 
as to the kind of cases that might make a re- 
covery by keeping them at home, or perhaps con- 
fining them a little while in the _ parish 
jail, giving some consideration to that 
side of the question and treating them along 
those lines. Since I have been coroner of our 
parish, I have been able to send back home or to 
leave at home a little over 60 per cent of all the 
people who have had a charge of insanity made 
against them. My records will show that. On 
three occasions I have had people who have had 
recurrences, who are confined in jail, or who 
have recurrences of insanity who have been re- 
leased from the institution. We got hold of 
them and with a little treatment and a little care 
we turned them loose again without sending them 
back to the hospital. Unfortunately ,our sheriffs 
seem to take a great deal of authority in these 
matters. During my tenure of office I have had 
three patients taken up and returned to the hos- 
pital at Pineville without my attention having 
been called to them, or ever knowing they were 
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in the jail at all, until they were back in the 


hospital. I think the medical officer in charge, 
having posted himself as to the possibility of the 
recovery of these patients, should be consulted 
and his opinion given as to whether they should 
or should not be returned to the hospital. I feel 
that by more care and diligence along these lines 
we will be very largely instrumental in keeping 
down the enormous number of patients in insane 
hospitals. I do not believe the ordinary physi- 
cian of today, including myself, knows half ° 
enough about mental disease. I believe we 
should all give more thought and consideration 
to these questions, because surely it is the big 
problem before us. I think we, as physicians out 
in the country, and also in the city, should be 
very largely instrumental in removing from the 
minds of the laity the idea of placing a stigma 
on the patient who has been returned from a 
hospital for the insane. We can do a great deal 
to remove that by putting into the minds of the 
people the idea that they are simply diseased 
persons, and while the disease happens to be 
in the mental system, it is no more a stigma than 
if these people had pneumonia or typhoid fever. 


Dr. E. L. Sanderson (Shreveport): There is 
pending before the House of Delegates some- 
thing that will come before the legislative com- 
mittee—an effort to get the legislature to pass 
some legislation regarding marriage, or the ex- 
amination of people before they are married. 
We have sort of considered this a joke in the 
House of Delegates, but it is really a very serious 
thing, and I would like to ask the doctor if he 
would give us a little information on this point, 
because this will probably come up Thursday for 
settlement. Have you any complete statistics re- 
garding the cause of the increase of insanity? 
Billy Sunday was at Shreveport a few weeks ago 
and he has the greatest store of statistics I ever 
heard of, and according to his statistics he proves 
that if the increase of insanity goes on as in the 
last few years, in 500 years everybody will be 
crazy. Just to let our minds go out to the future 
a little, would it not be interesting if we were 
living at the time the majority of people become 
crazy, because this country is governed by the 
majority. That really is serious. Here is a doc- 
tor who tells us that 20 per cent of the revenue 
of the State of Louisiana is being used in the 
care of the insane. That is appalling. Is it not 
vital that we should begin to go to the funda- 
mental cause of this increase? Of course people 
will go insane as long as time lasts, but we should 
be able to reach some sort of conclusion as to 
the cause of the increase. Of course if we try 
to get legislation in this regard it will meet with 
great opposition, but there should be some re- 
striction if this thing is hereditary, and I would 
like Dr. Keller to tell us if there is any definite 
preventable cause of the increase of insanity. 


Dr. Osear Dowling (New Orleans): Dr. Willis 
referred to the fact that crazy people were fre- 
quently confined in the jails. There is a law in 
Louisiana which says that the indigent poor shall 
be cared for by the parish or the county, as the 
case may be. I have never seen any just reason 
why a man should be committed to jail because 
he is unfortunate enough to be crazy. I have 
seen crazy people in jail in the last fourteen 
years—some in jails that were unfit—it was 
enough to make any one crazy to be put there. As 
I said, I do not know that there is any law that 
justifies us in committing these people to jail. I 
hope in the near future some plan will be worked 
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out whereby every parish or municipality of the 
State will be obliged to take care of these people 
until they can be sent to the insane hospitals. 
Dr. Thomas, as I understand, has cleaned up the 
jails in his district. Dr. Evans is doing the same 
thing. But next year if their institutions are 
overcrowded they cannot take these unfortunates. 
I have been to Dr. Thomas’ place when he has 
had more people than he should have had, but he 
did it for the alleviation of the suffering of those 
in the jails. If jails must be used, provision 
should be made for the equipment necessary to 
give these inmates proper attention. I hope in 
the future that we may not see these people con- 
fined in the jails unless they should be crimin- 
ally insane. 

Dr. Sanderson’s suggestion, I think,-is worthy 
of serious consideration. If we want to breed a 
cow, or horse, or dog, we look for the best 
animals we can find. I do not say that we can 
always get the best material, the best animals 
for propagating the human race, but there should 
be some restriction placed on this, and the sooner 
something is done, the better it will be for us. 

Dr. C. A. Gardiner (Sunset): There is one way 
in which the country physician can aid materi- 
ally in the prevention of the return of patients 
who have already been in the hospital for the 
insane. I recall in my practice a few years ago 
a patient who had been returned to Pineville on 
several occasions. After his last return I began 
to inquire as to the conduct of this man, in 
regard to liquor, gambling, and so forth, and I 
found that during the fall of the year, as soon 
as his crops were sold, this man would go around 
among his neighbors and gamble, and incidentally 
indulge in liquor. I thought the matter serious 
enough to consult the family in regard to it, and 
they told me their experience had been that his 
mental condition became deficient usually after 
a round of gambling and dissipation. I took the 
matter up with the family and neighbors and re- 
quested them not to gamble with this man any 
more, and through the interest of the family and 
neighbors they all refused to allow him to join 
their games: for two or three years, and this man 
is now hale and hearty both mentally and physi- 
cally, and Dr. Thomas is deprived of one of his 
patients. Previous to that he was returned about 
every twelve to fourteen months, usually in the 
early spring after a period of gambling and drink- 
ing liquor. I think Dr. Keller’s point in regard 
to the family physician taking an interest in 
these patients after they have been returned, and 
possibly before they go the first time, is very 
well taken. 


Dr. Roy M. Van, Wart (New Orleans): I can- 
not let the paper of Dr. Keller pass without pre- 
senting to you some aspects of the situation that 
appear to me as one who is interested in a 
subject, not from an industrial point of view. For 
the last twenty-five years I have been interested 
in mental cases, and have been seeing them in 
the home, in out-patient clinics, and in private 
practice. I also have been instrumental in com- 
mitting a large number to our institutions. 

In the first place, I think the institutional side 
of it is much more important than Dr. Keller, 
in his paper, has led you to believe. There are 
thousands of cases probably who, while they 
make a social recovery, are unable to get along 
well with the family. They cannot get along 
with their neighbors, and those around them. It 
is true they are working and do get along, but 
the influence among the rising generation is some- 
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thing that we cannot lose sight of. I have seen a 
great many cases in which a so-called social re- 
covery was instrumental in producing a break- 
down and trouble growing out of it. 

In the next place, as Dr. Keller says, 20 per 
cent of the taxes of this State are used in the 
care of. mental cases, and Louisiana has been 
severely criticised for ths. In many of the East- 
ern States it rises considerably over 30 per cent. 

What are we going to do with a good many 
chronic cases? We find a case of senile dementia 
that the institution does not want to take, th« 
family cannot care for them, nor does the State 
Hospital take these cases, so what are we going 
to do with them? We find many cases suffering 
from mental disorders where it is not possible to 
commit them, and yet they are chronically under 
the care of a physician and are unable to cope 
with the problems that present themselves. So we 
have those cases that are definitely institutional, 
acute mental disorders—those cases that are a 
menace to the community; then those cases in 
which we have to have some custodial care on 
account of the people being unable to take care 
of them, and then we have a great many cases 
that while they get well outside, do very much 
better in institutions. We constantly see cases 
that should be in institutions and who are not 
there simply because of overcrowded conditions 
that make it impossible for the institutions to 
take them. 

The increase of this tvpe of disorder is to my 
mind due to the increasing complexities of living. 
The mental capacity of the individual will carry 
him just so far and when the strain becomes 


greater than he can carry, something happens, 


and that usually is a psychosis of some kind or 
other. It may be a minor type, which the physi- 
cians are familiar with as neurotic, or it may be 
something in which the individual becomes such 
a menace that he must be confined. If we limit 
our care to such patients as of necessity must be 
confined, we are losing one of the greatest oppor- 
tunities that the State Hospital affords. 

We cannot overlook the obligation that we are 
under to care for those that cannot be cared for 
in any other way. The solution is not the ques- 
tion of returning as many people as possible to 
their homes; the ‘solution is increasing the means 
of caring for these patients. 


The next problem that presents itself and that 
we must consider is the necessity for an early 
diagnosis. I do not believe that cases should only 
be treated after they have reached the point 
where the psychosis is fully developed, but they 
should be recognized at a point where construc- 
tive treatment is possible. The history of these 
cases will tend to show that their psychosis ex- 
tends not over a few weeks, but over months 
and years; that it is the result of long continued 
stress and not the result of any sudden thing. It 
is true the sudden onset is extremely frequent, 
but we lose sight of the pre-existing factors in 
the make-up of the individual, and also the con- 
ditions with which he is surrounded. So this 
problem must be attacked, first, by the proper 
education of the profession in the recognition of 
these cases at a time when it is possible to take 
up constructive treatment; to open hospitals 
whereby these people may be taken care of, and 
to attempt as far as possible to teach the public 
to recognize those early symptoms and seek ad- 
vice at a time when something may be accom- 
plished. 

The great difficulty we have found is lack of 
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co-operation on the part of those with whom you 
have to deal in connection with many of these 
We are in the same condition today in 
regard to mental diseases as we were twenty- 
five years ago in regard to tuberculosis—we 
could not get co-operation. Today the very name 
“tuberculosis” means active co-operation. So 
nore attention should be paid to the development 

f even minor psychoses in a proper way at a 
time when something constructive can be ac- 
complished. 

I do not wish to discourage the work that Dr. 
Keller has brought before you. I am not in 
favor of keeping the patient who can carry on 
his work outside, but I believe great care should 
be taken in regard to the surroundings of the 
patients before they are sent out. I believe 
there are two aspects of the question that we 
should not disregard—the more or less humane 
aspect, and then what is to be done with these 
individuals. . 

Dr. W. J. Otis (New Orleans): The com- 
munity is much to blame, and also the State, for 
the crowding of our hospitals and institutions for 
the care of mental diseases. There are patients 
in those hospitals who can be well taken care of 
at home, thereby reserving the hospital space for 
acute and recoverable cases. The community 
itself is largely to blame, and incidentally some- 
times the physician, for not having the proper 
idea and extending the proper co-operation to the 
individual who returns rehabilitated from the 
mental hospital. We know in the army each 
town sent its quota of mental defectives. You 
have no idea how many individuals came from 
towns and also from cities who were put into the 
domestic service battalion and never went over. 
Why? In some way they were not able to fit in 
their hometown environment, when their turn 
came they were sent. 


The individual who is rehabilitated from the 
mental hospital should be given his pre-hospital 
status. Do not look upon him as a pariah, some- 
thing to be feared. The family physician can aid 
materially and socially by giving counsel to the 
patient’s employer and family—numbers of cases 
recover never to occur again. The incurable 
psychoses cases can be placed in various occupa- 
tions—in the fields or driving wagons working 
about farms. The epileptics can be given some- 
thing to do, and thereby keep down the number 
in the institutions. We have epileptics working 
around our towns and cities who have attacks 
and in an hour or two they are back at work. 
If the unfortunate is not given the proper chance, 
if he is returned to his old environment, the result 
is that in a short time there is a recurrence. That 
is why many of these cases refuse to go back to 
their home town. A iot of them go to other 
towns and make good. 

Another important factor is failure to provide 
adequate, up-to-date structures to take care of 
these people. A ray of light is striking this State 
now and they are doing much in a modified way. 
Dr. Thomas and Dr. Evans are doing the best they 
can with what the budget allows them, which is 
far low, for a productive State like Louisiana. 
Patients do adjust following recovery if com- 
munities will do their part. 

In closing, please keep the State Mental Hos- 
pitals out of politics, except to that extent where 
the politicians aid in supplying the money. 

Dr. John Thomas (Pineville, La.): This 
paper has taken a very much wider range than I 
or Dr. Keller expected. I am delighted, however, 


cases. 


to see that it has done so. His paper is on the 
“Rehabilitation of the Recovered Patient.” Ac- 
cording to Dr. Kreplin, the great German psychi- 
atrist, mighty few patients, however, do really 
recover. Certainly there have been many inter- 
esting things brought out in this discussion. I 
will not, however, go at length into this, but there 
has been a question brought up by Dr. Carruth 
asking if something could not be done to decrease 
the number of insane and feeble minded. In my 
opinion that is the most momentous question at 
issue. The only thing to solve this question is 
sterilization—segregation will not begin to do it. 
It has not done so in any State in the Union 
where tried and it is impossible to think of segre- 
gating all of the feeble minded in any State. 


Dr. Evans, the superintendent of the Colony 
and Training School for the Feeble Minded at 
old Camp Beauregard, has stated to me that there 
are over 4,000 feeble minded people in Louisiana, 
and at the small cost of $20.00 per month it will 
be readily seen that it would cost over a million 
dollars a year to feed and take care of these 
people under segregation, were it possible to seg- 
regate all of them. Year after year we hear this 
subject discussed at every meeting of the Medical 
Society without getting at the real meat of the 
question at all. 


I am satisfied that there will be great opposi- 
tion against sterilization, but it is a simple surgical 
matter and is being done now in several States. 
Virginia has recently enacted a law that is now 
being enforced and it will be an interesting thing 
to watch the result of its effect there. I believe 
that in two or three generations that insanity 
will be reduced 50 per cent or more if steriliza- 
tion is resorted to. 


Dr. Dowling has referred to the custom of put- 
ting the insane in jails awaiting their transfer to 
one of the State hospitals. This seems bad and 
it is in some cases, but what is to be done about 
it? What are you going to do with these people 
when both institutions of the State, Jackson and 
Pineville, are filled with patients and have no 
vacancies. These people cannot be kept at home 
and they have to be put in jails until such time 
as they can be admitted. It is all well enough to 
talk about the outrage of doing this, but I can- 
not see anything better. It costs money and a 
lot of money to put up'big buildings at the State 
institutions for the care of the insane, and this 
cannot be done in a day or so. It is well enough 
to talk about this, but it is a very costly thing for 
the State to do this in advance of the real neces- 
sity for doing so. The State has done in the past 
two years all that it could possibly do in the way 
of putting up buildings for its insane. Over 
$500,000 worth of magnificent buildings have 
been put up at Pineville, and I think a like 
amount has been spent at Jackson. 

A good deal has been said in this discussion 
about the release of patients from the State in- 
stitutions. As far as it has been within our power 
at Pineville, we have discharged our patients as 
rapidly as we thought we could get them out. 
This has been necessary in many cases in order 
to get new people in that were clamoring for 
admission. There are cases that may be excited 
for a day or a week, or a month, and then become 
perfectly sane again, and even if these patients 
have to be returned later, I do not think it just 
to them or to their relatives to keep them in- 
definitely in the hospital. If you were to do this 
you would soon have an immovable population, 
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and the question of building more and more 
would be constantly confronting us. 

We have made it a rule at Pineville to get 
white women as soon as the application is made 
and sent in, and very few go to jail, and when 
they do we get them out as soon as possible. 

I want to revert to the main question at issue, 
i. e., the one brought out by Dr. Carruth of Pointe 
Coupee—“‘What should be done to stop the in- 
crease of the feeble minded and the insane in 
this State?”, and I unhesitatingly say that the 
only way to do it, and to do it right, is to compel 
the sterilization of both male and female dere- 
licts. 

Dr. E. McC. Connely (New Orleans): I think 
Dr. Keller has struck the keynote of readjust- 
ment, and that in the re-education of the general 
public with changes in their ideas of insanity lies 
the solution. Teach them that it is not a stigma, 
that it is not a crime, it is a misfortune, and the 
man who is suffering from insanity is just as 
much sick as the man that has typhoid fever. If 
we do that the men who come out of the hos- 
pitals will be able to go back to some kind of 
work and their record will not follow them from 
place to place as they go. We have to teach the 
public also to realize that a large proportion of 
people become insane because of some lack of 
adjustment, possibly in their home surroundings, 
and we have to train the family physician to 
recognize this lack of adjustment and in some 
way remove it. If we do this we will have solved 


the State Hospital problem in that we will keep 
a great many men from going ‘to the State hos- 
pital entirely by recognizing them early, as Dr. 


Van Wart has suggested, and removing the cause. 
In this way we can save a good many people from 
becoming insane. 

Dr. C. V. Unsworth (New Orleans): I have 
been very much interested in Dr. Keller’s paper, 
and I thoroughly agree with him. The trouble 
with the average patient that leaves an institu- 
tion is that he is thrown out on his own resources, 
and he has no one to advise him what to do, how 
to adjust himself, or what kind of a life he should 
lead. I might say that if a man is doing clerical 
work, my opinion is that he should not be per- 
mitted to go back at that, but he should be given 
some mechanical work in which he uses his 
muscles and not his brain. 

The average doctor rarely makes an examination 
to justify a classification or a diagnosis of men- 
tal cases. The consequence is that these people 
are all labeled insane. I have had them sent to 
me where the doctor had written, “He is nuts.” 
That is uncalled for and very unscientific, and I 
think that the doctor who sees the patient first 
should advise the family of the nature of the 
illness and not depend on the people at the hos- 
pital to tell him whether he will or will not get 
well. That is what the family wants to know— 
“Is he going to get well?” 

Another solution is the establishment of psychi- 
atric clinics. If we had a psychiatric clinic some- 
where in New Orleans, or in any part of the State, 
the State institutions could then refer these 
patients to these clinics, to men trained in this 
work, and to social workers who would be able 
to teach them how to readjust themselves. 

I do not approve of placing these people in 
jail. I think these cases, if the mental condition 
is recognized early, should be placed in an insti- 
tution. Nothing takes the place of institutional 
eare. As soon as they are well ,they should be 
released from the institution. It is ridiculous to 


KELLER—Rehabilitation of Recovered Patient. 


keep a mental defective case in an institution and 
wait until they have another attack. A man with 
manic depression is not any crazier than a patient 
with typhoid fever. I have a patient now who 
was sent up from Pineville who had some gal! 
bladder trouble and his gall bladder was re- 
moved and he is all right now. 


I think if the general practitioner will educate 
himself in the classification of mental conditions, 
he will help a whole lot in doing what Keller sug- 
gests should be done to rehabilitate these people 
when they leave the institution. I have a woman 
who is about seven months pregnant. No State 
institution takes that kind of a case. What are 
you going to do with her? We do not take them, 
but the Sisters at the Louisiana Retreat have 
taken this woman. About a month before she is 
to be delivered I will send her to St. Vincent’s 
and deliver her there. This woman is a case of 
paresis. There is no question in my mind that 
she had paresis long before she became pregnant. 

Dr. L. L. Cazenavette (New Orleans): We have 
heard a masterly address from Dr. Keller, the 
discussion that followed has been very important. 
You will agree with me that a great deal has 
been covered with regard to what may be done 
for the patients who have been discharged from 
an institution for mental disease. I feel, as has 
already been stated, that the public particularly 
should be educated to the fact that many of our 
psychotics do get well. They may not remain well, 
but they get well sufficiently to return to their 
former occupations. They should be given a 
chance. 

Dr. Unsworth in his discussion brought out the 
necessity for the institution of psychiatric clinics. 
I have on previous occasions mentioned this 
necessity. In the work I am doing at the clinics 
of the Charity Hospital, this point comes forcibly 
into my mind; i. e., the necessity of establishing 
such a clinic. The work that is done there among 
the ordinarily nervous patients can be handled 
fairly well, but when it comes to handling neu- 
rotics and psychasthenics, or that class of 
patients we have not the time nor the proper 
surroundings to do that work. I do believe that 
the establishment of such a psychiatric clinic 
where such patients could get proper instruction 
as to what they should do in order to prevent a 
complete break down, would help a great deal to 
limit the number of patients that are sent to the 
various institutions. 

With regard to the point that Dr. Thomas has 
brought out—sterilization—I believe it will be 
a very hard matter to have our legislators 
pass laws to that effect even though it be the 
most positive means to prevent the continuous 
increase in the number of our insane. 

Dr. H. E. Menage (New Orleans): It is a long 
way from dermatology to the subject under dis- 
cussion; what I heard here is a perfect revela- 
tion to me. I believe that Dr. Keller’s paper 
should not be buried in the archives of the State 
Medical Society for doctors only to read, but that 
a propaganda be instituted, as the Federal 
Government has instituted in regard to syphilis 
and as every community has in regard to tuber- 
culosis. I believe a reprint of the paper and its 
discussion should be given to the public at large 
so that the people be informed of the importance 
and the difficulties of this problem. 

Dr. David H. Keller (closing): There has been 
so much said and so well said that I hesitate to 
take up any more time, but I suppose it is ex- 
pected of me to do so. 
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In regard to the question of early diagnosis, I 
want to make but one statement, that there is no 
specialty in either medicine or surgery concern- 
ing which the general practitioner is so ignorant 
as nervous and mental diseases, and apparently 
so perfectly content to remain ignorant. I have 
had the privilege of serving under Dr. Thomas 
for five years, and I know that many times, 
privately and publicly, Dr. Thomas has invited 
physicians to attend our staff meetings, which 
are held twice a week, and in which our cases are 
studied and presented as well as they are in any 
State institution. But during the five years I 
think that on an average there has been one 
private practitioner every year who has availed 
himself of the opportunity to come and find out 
something in regard to making a diagnosis of 
these eases. In other words, in the five years I 
have been there, there have probably been five 
physicians who have come to see just how we 
make a diagnosis. So for those persons who live 
in rural communities, away from centers like 
Shreveport and New Orleans, it is almost impos- 
sible for them to have an early diagnosis made. 

In regard to the question of the prevention of 
child birth, in a recovered female, I can only say 
this. I believe the time will come in the United 
States when it will be legal for physicians to 
give advice to men and women who are really 
anxious to avoid having future children. I be- 
lieve that it is being done surreptitiously now by 
many physicians, but it should be done more 
openly, and I believe that no woman who has 
gone through a psychosis and who has returned 
home should be compelled to give birth to more 
children. 


The question as to the cause of increase in 
insanity, I do not believe we have so many more 
people who are peculiar or insane than we ever 
have had, but it is becoming more popular to 
send them to State institutions for the insane. 
All of us are more or less insane, but it is only 
when we come in contact with authority that we 
become hospital patients. It is no longer looked 
upon as a disgrace to send your relative to a 
hospital for the insane, and in some centers it 
almost seems to be the fashion. Unfortunately 
this is trwe in regard to the senile. It seems that 
just as soon as grandfather or grandmother be- 
come a slight burden to the family, some kind 
friend suggests that the family send grandmother 
or grandfather to the State hospital because 
“they are crazy.” If there is any person in the 
State who has reached the age of seventy-five 
and is not in some way peculiar, I would like to 
see them. I do not believe that insanity has 
developed as rapidly as would appear. I simply 
believe that more and more people are becoming 
accustomed to using State institutions. 

Regarding the question of heredity, that is a 
moot point. One of the greatest psychiatrists 
in the: United States, Dr. White of St. Eliza- 
beth’s says he does not believe in it. In our in- 
stitution we do believe in it thoroughly and we 
have statistics of one family in Louisiana that 
has sent, in the last three generations, to Jack- 
son and Pineville, over seventy-five members. 
I will not name that family, because some of you 
may be related to them. But when you see some 
‘f the most prominent families in the State— 
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and there again I might name them if I wanted 
to—who have contributed anywhere from five to 
seventy-five members of their family to State in- 
stitutions, you cannot help but feel there must 
be something in heredity. 


In regard to the question of marriage and a 
law regulating marriage, I believe no law is any 
stronger than the community in which it is a 
law, and no law will be stronger than the person 
authorized by that law to enforce it. If you 
have a law that provides that if two people want 
to get married, they shall go to the courthouse 
and answer certain questions and if they answer 
the questions, they are allowed to marry, such a 
law will not do any good, because if they want 
to get married they will be willing to lie about it, 
and if the clerk of court will take their state- 
ments, that is all that is going to be done. The 
law in Wisconsin provides that a Wassermann 
shall be made, but that has not amounted to any- 
thing, because in every community there are phy- 
sicians that will return a positive or a negative 
Wassermann according to the price they get for 
it. When it comes to the question of steriliza- 
tion, that is different. I believe that that is the 
only possible solution, but whether it will ever 
become a State law or a national law, is a ques- 
tion, because just as soon as a law like that is 
passed, some “dear friend of the people” will 
come before the Supreme Court and try to de- 
clare it unconstitutional. That has been done in 
other States. But the principle of it is perfectly 
correct. 


Finally, in regard to whether the State insti- 
tutions should discharge patients. The only way 
we can pretend to take care of the insane of 
thirty-eight parishes is by discharging patients. 
We have to discharge them pretty nearly as fast 
as we admit them. If we do not we will have a 
population of 2,000 to 2,500, where we only have 
room for 1,200. It is not a question of whether 
we discharge them too early or whether we ought 
to keep them longer, but we must discharge them. 
If we do not, we have absolutely no room for the 
acute cases of insanity. Every week Dr. Thomas 
discharges patients that we know are not 100 per 
cent recovered. We must do it in order to keep 
the population moving. There are certain State 
institutions in Massachusetts, called permanent 
institutions, and they keep patients there that 
they know will never recover. In Pennsylvania 
they have in each county an almshouse, and the 
State Hospital for the Insane sends back to these 
almshouses the old chronic cases, thus making 
room for the acute cases. But in defense of our- 
selves, of the State of Louisiana, we must dis- 
charge our patients in order to make room for 
the care of the acute cases. 

I think that is about all there is to say, except 
in regard to the question of financing. I do not 
believe that any program for the care of the in- 
sane that will involve thirty or thirty-five per 
cent of our total State income will ever pass the 
State legislature. I believe we are getting the 
maximum and we must do the best with what we 
have. In spite of the fact that we have three new 
dormitories at Pineville, I think there are 125 
patients sleeping out on the galleries. We cannot 
get any more money and we have to do the best 
with what we have. 





HEAD INJURIES.* 
Joun H. McLain, M.D. 


JACKSON, MIss. 


My experience with head injuries with 
especial reference to intracranial injuries, 
has not been a large one, but I have seen 
enough of them to become very much inter- 
ested. Not infrequently, we read in news- 
papers or hear of a person being found un- 
conscious, cause unknown, until sometimes 
it is too late to attempt any surgical pro- 
cedures, we get a history of a head injury, 
followed by temporary unconsciousness, a 
period of recovery and unconsciousness 
again. 

This type of head’ injury, asa _ rule, 
means an intracranial hemorrahage with 
its classical. series of symptoms and is the 
kind that illustrates the brilliant results 
often obtained by surgical treatment. 

The above facts, together with two 
fatal cases, the reports of which I shall 
give later, which have, in the recent past, 
come under my observation, but were not 
operated on, prompt me to write on this 
subject in order that I might impress on 
all of us the necessity of obtaining a care- 
ful, accurate history, close observation and 
watchful waiting in all cases of head in- 
jury, no matter how trivial they may seem. 
Much has been written recently on this fre- 
quent injury, and there still remains con- 
fusion both as regards the classification 
and the treatment. Since treatment must 
be directed toward relief of the disturbance 
within the cranial cavity, chiefly, classify- 
ing the type of fracture, does not indicate 
the nature of intracranial injury, and, too, 
intracranial injury may occur without any 
fracture. 

i have nothing to offer in the way of 
classification, diagnosis or treatment, but I 
like Dr. F. C. Grants’s grouping of cases 
as follows: 

(1). Those cases that die no matter 
what is done. Massive brain injury cases, 
with fixed, dilated pupils, comatose, ster- 
torous breathing and very slow or very 
rapid pulse. 

(2). Those cases that recover spontane- 
ously without treatment. The so-called 
concussion cases, when neurological exam- 
ination fails to reveal any evidence of seri- 
ous brain damage and there is no altera- 
tion of pulse, blood pressure and respira- 
tion. 

(3). The intermediate group that will 
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die if untreated but which may be saved 
by intelligent and timely interference. 

In the management of these cases every 
effort should be made to determine to which 
of these three classes each patient belongs. 
In the past few years the tendency has been 
toward conservative measures rather than 
immediate surgical interference. 

The injury to the cranial bones is the 
least important feature as the prognosis 
depends in a great measure on the damage 
that has been done to the brain. By sur- 
gical means we cannot restore the func- 
tion of a damaged brain. It will recover 
what function it can, spontaneously, there- 
fore our efforts are directed toward im- 
proving the condition which favors recov- 
ery. Any type of fracture may or may not 
have associated with it some intracranial 
injury which manifests itself as brain com- 
pression and symptoms of increased ten- 
sion may occur without any injury to the 
skull. In the vast majority of cases our 
treatment is directed toward the relief of 
increased intracranial tension. The symp- 
toms and signs arising from these various 
types of injury may be divided into gen- 
eral and focal ones. Our first procedure 
should be to determine the nature of the 
pathologic process and then decide on the 
treatment. 

The most important general symptoms 
are changes in the blood pressure, depth of 
unconsciousness, pulse rate, character of 
respirations and eye grounds. Headache, 
vomiting, cranial nerve palsies and irregu- 
lar pupils are less important symptoms. 
The most important focal symptoms are 
convulsions, general or focal, paralysis, 
and abnormal reflexes. Any of these symp- 
toms may be produced by any intracranial 
injury, causing an increase of intracranial 
pressure, e. g. hemorrhage, Cepressed bone, 
contusion or laceration and edema, of the 
brain. Of course the X-Ray is a valuable 
aid in determining the extent of injury to 
the bones but it is of practically no assist- 
ance in showing the degree of intracranial 
injury. 

All patients with compound fractures 
and depressed fractures should be operated 
on, as soon as they have recovered from 
primary shock, even though they have no 
signs or symptoms of compression. 

Then there are the cases of middle men- 
ingeal hemorrhage, or progressive hemorr- 
hage from some other intracranial vessel, 

that demand operation as soon as the con- 
dition is determined. 

This is the type of intracranial injury 
that I am particularly interested in, as I 
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have known of several fatal cases that 
might have been saved had the history of 
the case been known before exhaustion of 
centers in medulla had taken place and it 
was too late to operate on them. 

The classical picture of a typical case 
of this type injury is well known. The 
short period of unconsciousness, followed 
by recovery or a period of lucidity, succeed- 
ed by stupor, unilateral paralysis or weak- 
ness accompanied by a progressive rise of 
blood pressure and slowing of the pulse 
rate. 

Then there are the cases that Dr. Sachs 
says “constitute the real problem,” and Dr. 
Bower calls “Watchful waiting cases.” 

These cases have no hemorrhage, de- 
pressed or compound fractures but have 
contused and lacerated brains of varying 
intensity causing edema and swelling of 
the brain with signs and symptoms of 
brain compression. They show all grades 
of cerebral involvement from slight mental 
disturbance to deep coma; slow pulse rate, 
increased blood pressure, disturbance of 


respiration, ophthalmoscopic changes, cra- 
nial nerve palsies, bleeding from ears, nose 
or throat and perhaps focal convulsions. 
These cases evidently have increased in- 


tracranial pressure which must be relieved 
by some method. 

The most desirable and effective method 
has not definitely been settled and is the 
cause of a difference of opinion among 
surgeons. 

There are three methods in use: 

(1). Getting rid of the edema by giv- 
ing hypertonic salt solutions either in- 
travenously or by the gastro-intestinal 
tract. 

(2). By withdrawing cerebrospinal fluid 
by lumbar puncture, every few hours, or as 
often as necessary, as shown by pulse rate, 
sphygmomanometer and manometer read- 
ings. 

This method and combining with it the 
use of hypertonic solutions seems to be 
gaining ground and is the routine treat- 
ment in some of the best hospitals. Per- 
sonally, I have never used this method as I 
have always considered lumbar puncture 
for any purpose as a dangerous procedure 
and it is generally known that sudden death 
is not an uncommon occurrence in increased 
intracranial pressure. 

Drs. Sachs and Cushing states that it 
is a dangerous procedure and that they 
never use it for diagnosis or treatment in 
cases of increased tension. ; 

(3). By making a permanent opening in 
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the skull, decompression operation, usual- 
ly subtemporal decompression. 

This gives immediate relief from com- 
pression symptoms by giving the brain 
more room, thereby removing pressure from 
medulla centers and tends to prevent per- 
sistent headaches and mental disturbances. 

Frequently, in doing a decompression 
where the brain is under tremendous pres- 
sure and pulsations cannot be seen or felt, 
it is necessary to tap a ventricle before 
opening the’ dura. 

Before closing this paper I would like 
to report several cases: 

(1), R. G. age 12, about 4.30 P, M., while 
riding a bicycle in the street was hit by an auto 
truck; knocked off bicycle and picked up uncon- 
scious by the driver who started to a hospital 
with the unconscious boy. Before reaching the 
hospital he regained consciousness and told the 
driver he was all right. He got on his bicycle and 
went his way. Went home and went to bed 
that night not telling his people anything of 
the accident. The next morning he was found 
unconscious in bed and could not be aroused. 
They did not know what the trouble was until 
that afternoon they obtained the history of hav- 
ing been hit by truck. He was brought to hospi- 
tal on my service with exhaustion of the medulla 
centers, moribund and died within an hour with- 
out any operation. 

(2). D. B., age 20, about 7 A. M., was struck 
on head with a keg stave in the hands of another 
man. He was brought to my office unconscious. 
In a little while he regained consciousness and I[ 
advised taking him to a hospital for X-Ray and 
observation. He nor his family would consent 
to going to a hospital. He walked out of my of- 
fice and went home. That afternoon, [ went to 
his home him. He had a slow pulse and 
was semi-conscious but could not be aroused. 
Again, I advised going to a hospital for X-Ray 
observation and possibly an operation. They 
would not give consent to taking him to a hospi- 
tal, so I told them that I could do nothing for 
him there. Later, I heard that he died. 

(3). W. H., age 17, about 10 P. M., 
running on a terrace over a sidewalk he fell, 
striking the right side of his head (parietal 
region) on the pavement. He was picked up un- 
conscious and I was called to see him. He re- 
gained consciousness a little while after [ arrived. 
There appeared to be nothing more than a slight 
contusion of the scalp. He felt all right and 
wanted to go home, but I insisted on taking him 
to a hospital for X-Ray and observation. He 
walked to my car and I carried him to a hospital. 
X-Ray revealed what we thought was a simple 
fracture of the right parietal bone. I put a 
special nurse on duty with him, for close observa- 
tion, with instructions to notify me if he should 
become stuporous, pulse 60, or below, any 
paralysis developed or anything unusual happen- 
ed. He was apparently all right the next morn- 
ing, but I continued to watch him closely. That 
afternoon, his pulse rate slowed down to 40, his 
systolic blood pressure began to climb, he be- 
came semiconscious, with paralysis of left side of 
face and left arm. I advised and did an im- 
mediate operation trephining over middle menin- 
geal artery. There was considerable extradural 
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blood and bleeding from a small branch of the 
artery. The blood was turned out, the bleeding 
point ligated, the wound closed with small rub- 
ber tissue drain. I found no fracture and the 
dura was not opened. The facial paralysis was 
slow clearing up, but he made a good recovery. 

(4). J. R., age 25, about 5 P. M., while load- 
ing logs from a truck onto a railway car, some- 
thing gave way and hit him on the head, (frontal 
region). He was unconscious but partly re- 
gained consciousness after a short time and it 
was thought that he was not badly hurt. He 
was carried to his home. During the night he 
again became unconscious and was brought to the 
hospital on my service. X-Ray taken on ad- 
mission to the hospital revealed a depressed 
fracture of frontal bone. He was unconscious, 
had a slow pulse. Blood pressure not taken, 
bleeding from nose, and hematoma of left con- 
junctive sac. 

He was operated on immediately. The de- 
pressed bone elevated and removed, revealed a 
large extradural blood clot and active bleeding 
from dural veins. The clot was turned and 
bleeding controlled by packing. The dural was 
not opened. 

He made a rapid recovery but was bothered 
for sometime afterward with double vision on ac- 
count of an external squint of left eye, which I 
thought was due to irritation from the hematoma 
of conjunctiva. : 

I have not said anything about closing 
the defect in the skull after an operation, 
because I have never done it nor have I seen 
it done, but in my opinion, the bone grafts 
or fat and fascia grafts are the most prac- 
tical. 

In this connection I would like to report 
a case which I operated on and which was 
very interesting and unusual: 

In 1917, about three week before I was called 
to active duty in war, a negro man age 40, with 
right hemiplegia came in hospital on my service. 
He gave the following history: Ten years be- 
fore, he was hit in the head, (left parietal re- 
gion), with a piece of iron. His skull was frac- 
tured and he was operated on in St. Louis. He 
made a good recovery but sometime later he lost 
the use of right arm and leg, which has continued 
to present. On examining his head, he had a 
fluctuating cystic tumor about size of a lemon 
protruding through a hole in his skull. There 
was a solid body which floated about in the tumor 
when he tilted his head from side to side. He 
told me that was a silver plate which the surgeon 
had put in the hole in his head. I had never seen 
anything like that so I was skeptical. I operated 
on him and found that the solid body was a na- 
tural silver dollar, and a cyst had formed around 
the dollar making pressure on the left motor 
centers. I removed the cyst and the dollar. He 
was in the hospital when I left to go to war and 
had regained partial use of his arm. - 

In concluding this paper I should like to 
stress the following points: 

(1). The necessity of obtaining a care- 
ful, accurate history, especially in cases of 
suspected intracranial hemorrhage. The 
history of such a case is frequently classi- 
cal. 

(2). The necessity of close observation, 
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frequent pulse and blood pressure read- 
ings, and if necessary, spinal fluid readings 
for twenty-four to forty-eight hours in all 
cases of head trauma, no matter how minor 
they may seem at first. 

(3). All surgical treatment, exclusive 
of compound or depressed fractures, re- 
solves itself to the relief of brain compres- 
sion symptoms. 


DISCUSSION 


Dr. J. W. Barksdale (Jackson): Doctor Mce- 
Lean has called particular attention to cerebral 
hemorrhage. To me that is very important, not 
only in gross injury of the skull where the de- 
fect is apparent—say compound fracture of the 
skull, but also in dealing with more obscure 
phases. 

He also emphasizes the importance of the in- 
tervals of consciousness, and that is a most 
characteristic feature—the immediate  uncon- 
sciousness following the primary injury, the re- 
gaining of consciousness after a more or less 
long time, with subsequent sinking into coma 
again. Of course it is very evident that that is 
due to the slow accumulation of a blood clot on 
the brain and is simply the manifestation of a 
pressure symptom. Often, however, we may not 
be able to locate definitely the hemorrhage, al- 
though we are sure we have intracranial pressure 
that must be relieved. A great many of these 
cases have epidural hemorrhage, and some sub- 
dural. In doing a cerebellar decompression if 
the hemorrhage is subdural it does not suffice to 
do that alone, but you must relieve the pressure 
within the dura itself and if possible evacuate the 
clot. A decompression operation is always in- 
dicated in these cases, and I merely wish to em- 
phasize that if you are doing a decompression 
operation be sure to open the dura and provide 
for the escape of the cerebrospinal fluid or blood 
—and then get out, and you have _ probably 
saved the patient’s life. That is one of the con- 
ditions that is often overlooked. 

The Doctor mentioned two cases that termin- 
ated fatally after operation was performed. I 
think we are inclined in these case to forget the 
free interval as being the most characteristic 
feature of cerebellar hemorrhage. Of course you 
have a slow pulse and other symptoms, but we 
must remember that we can have serious lesion 
without external evidence and that a great many 
times these cases go to rapid death. So if you 
get symptoms that indicate you are dealing with 
a case of this kind I would not hesitate to do an 
exploratory operation, and if you find anything, 
do a decompression, get out, and you will often 
succeed in saving .a life. 

Dr. H. R. Shands (Jackson): Knowing the ex- 
cellent and conservative work that Doctor Mc- 
Lain does, I feel we should give due considera- 
tion to this subject. Only two points I want to 
make. One is that not every head injury of any 
sort is an operative condition. I want to empha- 
size that there is no indication to operate upon 
a fracture of the skull unless certain conditions 
exist. The mere fact of a linear fracture of the 
skull is not an indication for operation. Unless 
you have localized pressure as_ indicated by 
paralysis, or increased intra cranial pressure, a 
decompression is not absolutely indicated. With 
hypertonic salt solution, with heavy doses of 
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Epsom salts, with lumbar puncture, it is possible 
to treat these cases, and it is sometimes wiser 
to do that than to do a subdural decompression. 
My experience has not been vast in this line of 
work, still my reading tells me that the subtem- 
poral decompression that was first introduced by 
Cushing probably does not occupy the high 
place in head surgery for general trauma, fol- 
lowing head injury that it did eight or ten years 
ago. I read an interesting article not long ago 
by a Philadelphia surgeon in which he advises to 
go slow in a decompression, which is by no means 
a slight operation. 

I think these cases should be studied very 
carefully. and we should bear in mind that 
there is an indication for waiting unless you 
have absolute evidence from X-Ray or spinal 
puncture, examination to show some localized 
pressure—something to show that it is not just 
a shaking up of the brain from general trauma. 





EPIDEMIC VOMITING IN CHILDREN* 
M. S. Picarp, M. D., 


SHREVEPORT, La. 


I do not know that this condition I am 
describing exists as separate clinical dis- 
ease or is but an exaggerated special symp- 
tom of certain epidemics. I know that it 
does not belong to the epidemic influenza 
disease as this is not the first epidemic I 
have gone through. Two appearing be- 
fore the epidemic of flu 1918-19. In the 
gastro-intestinal type of flu we had simi- 
lar symptoms but this was found only in 
scattered cases—a case appearing here and 
there; but in the condition I now describe, 
child after child is attacked with the same 
clinical picture, whether this condition is 
to be called gastro-intestinal form of 
grippe or epidemic type of vomiting, re- 
mains to be separated. I am inclined to 
believe after going through several epi- 
demics that this is an independent, self- 
standing disease though it seems to be 
more often present when grippe is preval- 
ent. 

The nearest approach to this epidemic 
is that of epidemic acidosis reported by 
Park of Birmingham and Metcalf of Con- 
cord, Conn. I have been unable to see the 
articles of Park or Metcalf but Racheford 
describes practically the same condition as 
seen by me. Acetone is found in the urine 
of all cases but I feel that the acetone is the 
same acetone type that is found in any con- 
dition of inanition or hunger acidosis. 
Scant mention of gastro-intestinal form of 
grippe or epidemic vomiting is found in 
any text book. A survey of the different 
text books find only these conditions 
mentioned only under flu. / 
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Pfoundler and Schlossman mention un- 
der influenza. In infancy the infant yomits 
and has slight diarrhea. Dunn gastro-in- 
testinal form of flu, nausea, vomiting, ab- 
dominal pain, diarrhea and a tendency to 
collapse. Fisher—In young children and 
nurslings, violent vomiting associated with 
diarrhea may be the initial symptom. Feer 
—during an epidemic of flu or influenza, 
the older members have bronchitis, the 
children have diarrhea. Finkelstein— 
describes Brec grippe—vomiting type of 
grippe. These are cases of violent onset 
leading to apathy, clouded _ sensorium, 
inanition, dehydration leading in many 
cases to fatal ending. Holt—gastro- 
symptoms associated with influenza, we 
have not seen other than those associated 
with any other febrile disease. 

The disease appears usually in the fall 
and winter. The epidemic usually starts in 
December and reaches the apex about 15th 
of January and gradually declines. The 
number of cases seen daily are from four 
to six. 

The incubation period is very short—one 
or two days—three days at most. Longer 
incubation period is seldom seen. A high 
degree of susceptibility does not seem to 
exist outside of institutions. It is rare to 
see more than one case in a family, per- 
haps this is due to the age and susceptibil- 
ity. The most susceptible period seems to 
be between one and two years. I cannot 
recall a single infant under six months. I 
have seen isolated cases at 10 months— 
five, six and nine years. The younger the 
infant, the milder the disease. 

Symptoms: The onset is usually abrupt 
—the attack can come on while the child 
is out in the yard playing or wake up sud- 
denly in bed. It comes without warning or 
premonitory symptoms. Little nausea is 
seen. One has not time to carry the child 
to the toilet, or if at the table it will vomit 
before it can be removed. The condition 
always starts with vomiting as the initial 
symptom though a few may complain of 
feeling badly for a few hours or a day. 
The first twenty-four hours the vomiting is 
violent and continuous—the child being un- 
able to retain anything—not even water. 

The second day the vomiting decreases 
in frequency and in many cases the attack 
is over and in those cases in which the 
attack continues, the child is able to retain 
a little water on the second day and a small 
amount of food on the third day. There is 
occasional vomiting on third day. The re- 
covery in a few cases is pseudo recovery 
which takes place. The patient vomits for 
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one or two days. There is one or two days 
interval free from vomiting then patient 
commences frequent vomiting again—this 
lasts for one day. The longest duration of 
vomiting I have seen in any epidemic was 
seven days. 

Temperature as a rule is not common only 
in one-third of the cases, and this is not 
very high—100-101. The remainder have 
normal temperature. Seventy-five percent 
have normal! stools. The remainder have 
moderate diarrhea. The number of stools 
average from three to six in twenty-four 
hours. The stools are thin and green, if 
the child is taking milk, curds are seen. 
Blood is seen only in cases over treated 
with purgatives. I have seen two such 
cases. The pulse is only slightly increased. 
Children do not appear very sick unless the 
child vomits four, five or six times in 
rapid succession which produces a picture 
of exhaustion; but this is only a tempor- 
ary change—in a few hours the child is 
bright again. The urine is normal except 
for acetone which is found early in disease. 
At the beginning of the disease there is 
slight leukocytosis—at the end there is a 
decrease in the number of leukocytes; how- 
ever, not a leukopenia. The lymphocytes 
slightly prevail. 

No nervous symptoms seem to prevail 
nor do any complications seem to appear. 
The thirst is not intense except in those 
cases where large doses of soda is given. 
The prognosis is good. I have never seen 
a fatal case or a severe one in these cases. 
All respiratory symptoms are absent. One 
attack does not give immunity—and there 
are a few medical cases in which the child 
vomits only two or three times. 

Diagnosis: This condition must be diag- 
nosed from acidosis, meningitis, appendici- 
tis, tubercular meningitis. In acidosis or 
acute acid intoxication, there is severe un- 
controllable vomiting—acetone in breath, 
early appearance of acetone in urine. Tem- 
perature 102-103 or more—slight intes- 
tinal disturbance. After twelve to twenty- 
four hours the vomiting takes place at 
longer intervals—some food and water may 
be retained. If the condition does not im- 
prove, there is apathy, drowsiness and the 
child reacts sluggishly to its surroundings 
—there is clouding of the sensorium, dy- 
spnoea and air hunger appear. In severe 
cases marked prostration, shallow respira- 
tion and rapid—tthen death. In mild cases, 
drowsiness gradually passes and vomiting 
ceases, acetone slowly leaves the urine and 
the patient recovers. 

Appendicitis by the acute onset, ab- 
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dominal pain, rigidity of right side, leuko- 
cytosis. Meningitis by the opisthotonous 
—Kernig appearance of the spinal fluid. 
Acute intersusception by the severe vomit- 
ing, rapid appearance of collapse, bloody 
stools and abdominal distention. 

Therapy: No treatment is necessary 
after one is assured that the disease be- 
longs to the epidemic vomiting. Sodium 
Bicarbonate is absolutely contra-indicated 
as mentioned before. The only cases I have 
seen with intense thirst were those in which 
large dosages of soda were given. It is 
best during the first 24 hours to stop all 
food—giving water in small quantities and 
crushed ice—after that food can be offered 
at long intervals. There is nothing to be 
gained by starving the child during the 
second twenty-four hours. If the child re- 
tains one feeding that is so much gained— 
feedings do not seem to influence the num- 
ber of vomitings. 


I had the opportunity to observe a small 
epidemic at the Rescue Home, and I want 
to thank Miss Mason, the Superintendent, 
of that home for making brief histories; 
also Drs. Ellis and Butler for the labora- 
tory work. 


Paul Smith—age 5 years—complained of pain 
in stomach, refused food, the sight of which 
nauseated him, vomited for two days continuous- 
ly, commenced to get better on third day. Tem- 
perature 100, white count 16,250. Hem. 80— 
Differential count—P. 83—LL 2, SL 15 Urine 
normal acetone. 

Henry Smith—age 2 years—Monday after- 
noon woke from nap nauseated, vomited often 
until weak and exhaused. Temperature 100 3-5 
—vomiting lasted for three days. White count 
5,500—Hem. 85—Differential count P 57, LL 
10, SL 33. Henry woke about 2 A. M. on Thurs- 
day morning nauseated, vomited five times from 
that time until 12 o’clock the next day. First 
twenty-four hours bowels moved 18 times. Tem- 
perature 101 2-5. Friday bowels moved 8 times, 
temperature 101. White count 1,325, Hem. 75. 
P 80—LL 15—SL 5. 

Frederick Austin—age 17 months—refused 6 
o’clock supper, began vomiting at 7:30, continued 
until noon Tuesday—was completely exhausted. 
Temperature, Bowels normal R. C. 4,300. 

Gladys Ross—age 17 months—Woke 9 .P. M. 
Tuesday vomiting twice, then once, Thursday 
once, Friday bowels moved three times. Tem- 
perature first day 1004-5. White count 6,500 
Hem. 85 P 59, LL 22, SL 19. 

Bertha King—age two years—began vomiting 
Wednesday at supper, once more that night, once 
each of the following days for 3 days, then con- 
stipated. 

Harold Simmons—aged 16 months—Thursday 
9:45 while playing in the yard began vomiting 
and continued same until 7 p. m. Friday oper- 
ated 5 times, temperature 100. 

In this institution there were ten cases 
—all occurring within a week—no sporadic 


cases occurred later. 
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DISCUSSION 


Dr. Maud Loeber (New Orleans): I would like 
to ask the Doctor how he differentiates ordinary 
cyclic vomiting from these cases of epidemic 
vomiting. 

Dr. C. C. De Gravelles (Morgan City): We 
have just had such an epidemic. In only one 
thing did it differ from what the Doctor has de- 
scribed. He said he had no cases in infants un- 
der eight months. In a period of three weeks I 
had 63 cases of this vomiting, and quite a num- 
ber were in small infants. In fact I lost four 
cases in children under one month old. Most 
of these cases were taken very suddenly and the 
vomiting was persistent until death ensued. 
They were simply dehydrated. Some few cases 


were older children, the oldest child being three - 


years old. I managed to get urine from ten of 
these children and in each case I found quite an 
extensive acetonuria as well as indican. 

Most of these cases recovered in three or four 
days. In regard to treatment my best results 
were obtained by giving frequent large doses of 
citrate of soda. Vomiting would usually cease 
in from six to twelve hours. ‘ 

Dr. M. S. Picard (Closing): In regard to 
psychic vomiting, there you get a history of re- 
peated attacks, of recurrent vomiting. But in 
this type of vomiting that is the primary symp- 
tom. Lots of the children had never vomited be- 
fore. We have never had a death in these cases, 


and I have observed about six of these epidemics. 
I have seen true acidosis in which there was vom- 
iting, and in which death occurred; but not at 
the time of these epidemics of vomiting. 





THE SURGICAL APPENDIX: ITS SIM- 
ULATION AND DIFFEREN- 
TIAL DIAGNOSIS* 


THEODORE T. Batson, M. D., 
HATTIESBURG, MIss. 


Pain and tenderness in the abdomen, 
even in the right iliac region around Mc- 
Surney’s point, may present multiple dif- 
ficulties and possibilities. Particularly, 
rain in the abdomen is so common that we 
can attach no significance to it unless it is 
extreme and sharply localized. 

The local signs of pain, tenderness, mus- 
cular spasm and tumor, with general and 
constitutional signs of fever, chills, rapid 
pulse, vomiting, constipation, frequency and 
sometimes retention of urine, with leuko- 
cytosis, usually cause us to suspect appendi- 
citis. Diagnosis, beyond suspicion, means 
to me a careful consideration of many 
probabilities, with elimination of all other 
causes, finally to rest upon appendicitis— 
a plan of ruling out or eliminating in order 
to arrive at differential diagnosis. We all 
know the usual subjective symptoms and 
objective signs of appendicitis and resort 


*Read before the Mississippi State Medical Associa- 
tion. 
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to these. The most valuable are the ob- 
jective signs, for various reasons, and cer- 
tain of these signs are outstanding fea- 
tures. The trouble presents itself when 
the exception to all rules occurs and there 
is no outstanding feature. 

In 1750, 1812, 1827 and 1848, cases of 
appendicitis were reported, and as early as 
1827 surgery was mentioned as a proper 
procedure. Doctor Reginald Fitz in 1886 
persuaded the world that the appendix is 
the real seat of most inflammations which 
occur in the right iliac fossa, although for 
the previous half century the general view 
was that the seat of the trouble originated 
in the caecum and not in the appendix. It 
is now established that such terms as ty- 
phlitis and perityphilitis are almost releg- 
ated to obscurity, since these conditions 
are extremely rare. 

The structure of the appendix is parti- 
cularly liable to infection because of the 
large amount of lymphoid tissue in its 
makeup, because of its dependent position 
causing bacterial invasion, and because of 
its poor blood supply, which renders it 
easily blocked by kinking or swelling of the 
mucous membrane. The disease is four 
times as common in males as in females, 
not infrequent in childhood, most common 
in the young and the middle-aged, and 
rather extremely rare beyond the age of 
60—so much so that some surgeons have 
said they have never seen a case beyond 60. 

Being a bacterial disease the inflamma- 
tion is dependent upon the action of pus 
cocci occasionally, but most commonly upon 
colon bacilli after stagnation, ‘irritation or 
kinking. 

For the purpose of this paper the classi- 
fication of acute, subacute and chronic ap- 
pendicitis, with local abscess or general 
peritonitis will suffice. However, it is 
well to follow the course of the standardiz- 
ed hospital where detailed pathological 
diagnoses are submitted that we may be 
stimulated to more careful diagnoses and 
checks. 

In order to be certain that we are deal- 
ing with a surgical appendix there are two 
main considerations: (1) Is it appendici- 
tis? (2) When to operate? It means a 
thorough crusade against all apparent of- 
fenders of the right iliac fossa, and a posi- 
tive conviction of the real offender—the 
appendix. A carefully written medical 
history should be taken. General physi- 
cal examination should be made—heart, 
lungs and abdomen—to verify all other nor- 
mal conditions and relations. A routine 
Wassermann is never inadvisable; the 
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urine should be studied and blood pressure 
taken. Particularly do we value the ex- 
amination of the lungs as a routine to eli- 
minate pneumonia and pleurisy. I wonder 
how many of us here can recall cases so 
operated. Were there a suspicion of lung 
involvement I should surely resort to a 
radiograph of the lungs for elimination, or 
to better conclude when it is time to oper- 
ate should there be appendicitis. With 
this I should combine all history and blood 
work familiar to us all, as an aid to early 
diagnosis, since I believe it is agreed that 
early operative procedure is in order in 
acute appendicitis. However, the diagnosis 
is not always as certain as some would 
have us believe. If in doubt, and all other 
possibilities being eliminated, I believe an 
exploratory is justifiable. Suppose at any 
examination of 

A. A case with acute onset, we are su- 
spicious of appendicitis and all symptoms 
and signs are not conclusive; we must de- 
cide if it is appendicitis. We may think of 
(1) stone in kidney (2) floating kidney 
with Dietl’s crisis (3) enteritis (4) men- 
struation (5) extra-uterine pregnancy (6) 
typhoid (7) pyelitis, valvular (8) acute 
cholecystitis (9) stone in ureter (10) ne- 
phralgia (11) typhlitis, and (12) intestinal 
obstruction. 

B. In the chronic case we must think of 
(1) floating kidney (2) malaria (3) 
chronic gall bladder (4) visceroptosis (5) 
mesenteric pull of right hernia (6) chronic 
phlebitis (7) stricture of ureter (8) for- 
eign body in appendix, as a pin or worm. 

C. As differentiated from abscess (1) 
fibroid (2) pus tubes (3) twisted ovary 
(malignant sarcoma, or degenerated cyst) 
(4) pregnancy (5) worms (6) fecal im- 
paction (7) hydronephrosis (8) pyone- 
phrosis (9) psoas abscess. 

D. In the case of probable suppurative 
appendicitis with general peritonitis, we 
think of (1) non-specific salpingitis with 
peritonitis, or later ruptured pyosalpinx 
(2) acute gonorrhoeal salpingitis or pyo- 
salpinx ruptured (3) ruptured extra-uter- 
ine pregnancy (4) ruptured ulcer of the 
stomach (5) ruptured typhoid ulcer. 

Our first step in the differential route 
is the detailed history of the case. It is 
best written for a check, study and refer- 
ence and should embrace complaint, family 
history, personal history, venereal history 
(and if a woman M. H. and marital his- 
tory), onset and source of complaint; then 
physical examination is made, total and 
differential blood counts and urinalysis. 
Every operative case requires urinalysis 
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as we all know the absence of blood in the 
urine makes certain of no stone in the kid- 
ney as the cause, even with leukocytosis. 
A floating kidney presenting Dietl’s crisis 
is best discovered in our routine examina- 
tion and concurred in by negative labora- 
tory findings, except blood probably in 
urine. Menstruation with dysmenorrhoea 
is best eliminated by history, and absence 
of temperature. Enteritis may even give a 
greater leukocytosis than appendicitis and 
as much temperature. Usually there is 
not constipation. 

The greatest differential point between 
extrauterine pregnancy and appendicitis is 
the rapidly progressive leukocytosis and 
poly increase. Here the bleeding and vagi- 
nal as well as rectal examination would aid 
us. Typhoid runs relatively a higher tem- 
perature than appendicitis while the ab- 
domen is soft. There is also leukopenia. 
In pyelitis the urine is diagnostic. 

An acute gall bladder may be confound- 
ing. Fortunately the pain and tenderness 
may localize in that region. Acute typhli- 
tis is rare and perhaps is the least of con- 
fusers. A stone in the ureter would give 
us blood in the urine, or the X-ray may 
be used, as in the kidney. Nephralgia 
would give us more pain in the loin than 
in fossa. In intestinal obstruction there 
may be fecal vomiting with tumor. 

In the chronic cases as differentiated 
routine we must feel for the floating kidney. 
Cystoscopy and X-ray are in order with 
this and with stricture of the ureter. 
Malaria is often confusing. I recorded 
‘some 40 cases sent for operation in one 
year while I was the admitting officer at 
the Charity Hospital in New Orleans. The 
routine feeling of spleen and concurrent 
blood work made, the diagnosis. Vis- 
ceroptosis with stagnation is best demon- 
strated by X-Ray. A right hernia of the 
huge type which pulls on the mesentery 
may give chronic pains and should be in- 
vestigated before convicting the chronic 
appendix. Again, a chronic typhlitis may 
prove a barrier to diagnosis, except that 
it is a fortunate rarity. Foreign bodies, as 
worms, pins, shot, fecel concretions or cal- 
cifications, are usually discovered at opera- 
tion or by X-Ray. 

The fibroid, pus tubes, a degenerated 
malignant twisted ovary or ovarian cyst, 
and pregnancy, may prove troublesome. 
Observation of these cases is in order if 
the usual methods do not suffice. I have 
seen a bolus of worms in the right iliac 
region referred for operation: The ap- 
pearance of the child (without tempera- 
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ture) and blood and fecal examination 
made the differential. Fecal impaction is 
not uncommon, but readily eliminated un- 
less there is obstruction with regurgitation. 
Cystoscopy and X-Ray serve best in hy- 
dronephrosis and pyonephrosis. Fortu- 
nately, psoas abscess is cold and without 
leukocytosis perhaps. 

As differential of suppurative appendi- 
citis with peritonitis from ruptured non- 
specific pyosalpinx, the history and course 
would help us; otherwise we should rely 
on exploratory as in the gonorrhoeal type. 
The vaginal smear is in order always. The 
ruptured extra-uterine pregnancy gives us 
the signs and symptoms of shock and 
hemorrhage and the most rapid increase 
of leukocytes. Ruptured ulcer of the 
stomach is detected by history and the ex- 
treme rigidity of upper abdomen. The 
course determines the ruptured typhoid 
ulcer—the history and progress. 

In conclusion, having determined ap- 
pendicitis I should: 

1. Operate early, within 24 hours. 

2. After 24 hours I would not operate, 
but would rest the case until normal, un- 
less there was progression toward a worse 
stage. 

3. I would not operate immediately on 
any case whose temperature was not over 
100 degrees, with pulse in proportion and 
other conditions being satisfactory. 


DISCUSSION 


Dr. R. H. Foster (Laurel): I have in mind 
three conditions that I do not believe the paper 
mentioned, although the Doctor seemingly cover- 
ed the subject fully. They are: meningitis, 
orchitis, and ruptured spleen—all diagnosed as 
acute appendicitis. I had a case of meningitis 
that came in with a leukocyte count of 22,000 to 
24,000, temperature 100.5, rapid pulse, and rigid 
abdemen. He was sent in an ambulance five 
miles over rough roads, and when he got to the 
hospital his abdomen was not rigid, but he had 
a high leukocyte count and rapid pulse and tem- 
perature and vomiting. Two other men saw 
him in consultation and decided that he had a 
runtured appendix, that it had just ruptured, 
and advised going in to remove the appendix. 
removed a perfectly normal appendix, but the 
man died two days later of meningitis. 

A case of ruptured spleen came in diagnosed 
as acute appendicitis. I was satisfied it was not 
the appendix and kept him under observation. 
Twa or three days later as I was going through 
the ward I noticed this man bending over and 
holding his abdomen. He said the pain had 
just struck him. I told him to lie down, but he 
could not do it. He had a rapid pulse, subnormal 
temperature and rigid abdomen. I thought of 
perforation, of gastric or duodenal ulcer, but on 
opening the abdomen we found a ruptured spleen 
—you could put three fingers inside the spleen. 
He had never had typhoid or malaria and had 
never suffered from traumatism. What caused 
it I do not know, but we removed the spleen. 
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The man recovered and is living today, as far as 
I know. 

The third case was one in which I was called in 
consultation in the hospital, and the doctor told 
me he had a man with appendicitis. When I 
turned back the covers and looked at his abdo- 
men and felt it I was suspicious immediately. I 
asked the man if he had had a venereal disease, 
but he said No. On examining him I found he 
had an orchitic on the right side with pain refer- 
red to the lower right quadrant. 

Dr. H. R. Shands (Jackson): I want to con- 
gratulate the essayist on his very careful paper, 
and to bring out one point on which I think he 
is really confusing. I might illustrate by saying 
that we have had occasion a number of times 
to say that the thing most necessary is not a 
good doctor, but a careful doctor. I say that 
because since I left here this noon I have removed 
an abscessed and gangrenous appendix from a 
gentleman who was examined yesterday by a 
surgeon whom I think is one of the best and 
most careful surgeons in Mississippi. This man 
consulted him for rheumatism, and he looked at 
his tonsils, but evidently he did not look at his 
abdomen, because this abscess must have been 
forming for a week or ten days. 

I am sure we cannot do better than to have 
a routine procedure in the examination of our 
patients, and take the time to put each patient 
through that routine. In this connection I would 
like to say that I would like to give some advice 
that has been wonderfully helpful to me. I am 
not the agent of any medical journal, but I get 
more real help from reading each week the 
Boston Medical and Surgical Journal, in which 
are reported Cabot’s case records from the Massa- 
chusetts General Hospital, than from any other 
periodical. Each week they report two medical 
and one surgical cases that are worked up in 
that hospital and on which a postmortem is 
held. For several years I have been reading 
this journal and it has been a great help, be- 
cause, as Doctor W. J. Mayo says, the Massa- 
chusetts General is the best hospital in America. 
To read each week a well worked up case which 
has been studied at postmortem, tends to make 
one a litthe more careful. One point the Doctor 
brought out is care in diagnosis. I think 99 cases 
out of 100 of acute appendix can be diagnosed 
if we use the knowledge that we have on trying 
to make the diagnosis. But the trouble is we 
do not always do that. 

I would like to ask the Doctor what his state- 
ment was in regard to operating when the tem- 
perature is over 100 degrees. 

Dr. Batson: I said I would not operate im- 
mediately if the temperature was not over 100, 
with the pulse in proportion and other conditions 
being satisfactory. 

Dr. Shands: I take exception to that because 
I am sure I have removed more than one ap- 
pendix with a good deal of pus that had a perfect- 
ly normal temperature. I think in the average 
case we see the temperature is less than 100 de- 
grees. Forty per cent of cases have normal tem- 
perature and badly inflamed appendix. So I 
want to take exception to that statement. 

Dr. J. G. Gardner (Columbia): I think the 
paper was very fine, and I am perfectly free and 
frank to say that I think Doctor Shands was talk- 
ing about me a moment ago. An old man came 
down to our clinic yesterday with arthritis. We 
examined him and he was to come back Friday. 
He did not have an acute appendix at that time. 
His white blood count at that time was 7,200; he 
had infected tonsils and our man pulled the 
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pillars forward and there was pus. A smear 
was made which showed streptococcus infection. 
This brings to mind the fact that the most fre- 
quent cause of appendicitis is streptococcus in- 
fection. I do not know whether this is true—I 
have not seen the man—but may. it not be that 
separating the pillars a little bit allowed the 
streptococci to get into the circulation and they 
went down to the appendix? If they have a 
laboratory report I would like to know what 
kind of infection showed. I believe that most 
of our cases of appendicitis are infectious, and 
I believe the infection gets in through injury to 
the tissues and also through lack of physiological 
defense in the tissue itself. 

The Doctor brings out the point of not operat- 
ing unless the temperature is 100. Our method 
is that when we know a patient has an acute ap- 
pendix with high blood count, we operate—unless 
of course the condition is such that we think the 
patient could not stand it. We operate on lots 
of patients with a temperature of less than 100, 
and lots with a higher temperature than that. 

One of the most important things is differential 
diagnosis in pneumonia. This should be looked 
for in every patient before he is put on the table. 

Dr. C. C. Hightower (Hattiesburg): The essay- 
ist has covered most of the ground, but he left 
out one condition that I had in my practice about 
a year ago and that I think is worth while. At 
first this appeared to be a typical case of appen- 
dicitis—rigid on the right side, very tender, 
high blood count and fever. We opened the 
abdomen expecting to find an abscessed appen- 
dix, but we found the omentum covering the 
appendix and on pulling it out we found a per- 
fectly normal appendix. Then I knew I had 
missed my diagnosis. I made a large incision 
upward to the gall bladder region. The omen- 
tum was thick and agglutinated; we thought of 
abscess in the upper abdomen, but did not find 
it. It proved to be a case of complete torsion 
of the entire omentum. There were three twists 
in the entire omentum. It was removed in con- 
junction with the colon and the patient made an 
uneventful recovery. 

I have operated in a majority of these other 
complications he mentions several years ago, but 
not lately. I have operated tor appendicitis that 
proved to be pneumonia; one that proved to be 
a ruptured duodenal ulcer; also a case of stone in 
the right kidney and pelvic peritonitis. These I 
happen to remember that proved not to be appen- 
dicitis. 

Three days ago I was called to see a patient 
who had violent pain in the right side over 
McBurney’s point. He was rigid as a board, but 
had no fever. I took him to the infirmary and 
had a blood test made and an urinalysis, and 
everything was negative. I decided to wait 
awhile. Six hours later the urine showed many 
red blood cells. That afternoon the patient was 
well and the next morning went home. I did not 
make any further examination because he did 
not care to go to further expense, but that was 
undoubtedly a case of stone in the right ureter. 
If we always remember our former experiences 
we will not repeat them. 

In regard to operating, I believe the only 
thing we should be absolutely sure of is that it is 
appendicitis. If it is, operation is the only 
method of treatment. 

Dr. V. B. Philpot (Houston): The diagnosis of 
appendicitis is not always easy, especially the 
chronic condition. I just want to mention one or 
two points in these cases that may aid in diag- 
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nosing these conditions. I do not think there is 
anything that will show up as quickly under deep 
pressure as appendicitis, and of course in acute 
cases there is rigidity of the rectus muscle. Ten- 
derness need not be over McBurney’s point, but 
wherever the appendix may be located. In this 
connection X-ray pictures following a barium 
meal helps to locate the appendix, if you find 
tenderness in keeping with the location of the 
appendix as shown by the picture, you can be 
sure of appendicitis. 

As to the operation, I have always made it a 
rule to operate when the diagnosis of appendi- 
citis is made regardless. 

Dr. E. H. Linfield (Gulfport): I want to men- 
tion one point which the essayist brought out 
and that is foreign body in the appendix. I am 
sure many of you have seen cases that were 
operated for acute appendix and when you got 
into the abdomen you found hookworm or some 
other parasite. That, of course, is embarrassing 
to the surgeon but he can always get around that 
by making a differential blood count before 
operation. Of course it is. possible to have an 
acute pus appendix with intestinal parasites, but 
many patients are operated for appendicitis when 
the cause of the trouble is intestinal parasites, 
either hookworm, groundworm, or tapeworm. I 
remember when I was in Touro we always made 
a routine total and differential blood count when 
a patient was admitted, and on several occasions 
I got patients from the train on an ambulance, 
cases sent in from the country by some physi- 
cian who said it was acute appendix and to oper- 
ate immediately. When the patient was admit- 
ted the interne took the total and differential. 
You do not get a high total count or a high poly 
count, but you usually find a high eosinophile 
count in these parasite cases. Then we would 
examine the stool for the presence of parasites, 
and if found we would give a specific and the 
appendicitis would subside. I just want to urge 
you to pay attention to that point particularly 
because you all make that mistake. , 

I remember a case that was admitted to the 
hospital on Dr. Matas’ service in Touro. This 
man had all the objective signs and symptoms of 
a very acute appendix, malignant type. The 
blood count was absolutely as normal as a per- 
fectly healthy man, and this man’s pain was 
under the left costal border. But the abdomen, 
Dr. Matas seemed to think, was that of acute 
appendix and he operated at McBurney’s point, 
and found an appendix that was just on the 
verge of rupturing. So an acute abdomen will 
frequently prove that the pain can be recorded 
in different places. 

Dr. T. T. Batson (closing): Because I do not 
speak loudly I may not have been heard, but I 
mentioned pneumonia and pleurisy as among the 
possibilities complicating the diagnosis of acute 
appendix. 

My idea is to divide these cases after diagncsis 
into resting cases and immediately surgical cases 
—operation within 24 hours if it is an acute ap- 
pendix, otherwise throwing these cases into the 
resting stage as we would in salpingitis. By com- 
parative statistics we find that the phlegmon is 
somewhat absorbed and the operation simplified 
as the result of. these cases having rested. 

I did not mean to say that I would rely upon 
one temperature or one blood count in determin- 
ing my diagnosis. This should be repeated at 
intervals, and if the progress was not satisfac- 
tory, if the pulse did not remain in proportion 
to the temperature, then the resort would be to 
operate before resting. 
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THE CHARLATAN PROCTOLOGIST 


Probably no branch of pathology, ac- 
cording to Halton, suffers more from the 
charlatan and the quack than that pertain- 
ing to rectal diseases. Indeed a large part 
of the rectal cases that come to the special- 
ist who has devoted his time for years to a 
study of this branch of human suffering 
and its alleviation have first been treated 
by the druggist and patent medicine ven- 
dor, then by the general practitioner or a 
fake advertising specialist. The charlatan 
in medicine is an impudent pretender to 
the healing powers he does not possess. 
The quack is an ignorant charlatan. 

Both terms are often wrongfully applied 
to irregular practitioners, the thousand 
and one graduates of Class A colleges 
legally registered in their different States; 
the advertising M. D.’s; the mail order 
M. D.’s, and last, but not least by any 
means, the advertising rectal specialists or 
proctologists. 

Why is the charlatan proctologist, and 
who is to blame for his success? What are 
his methods of treatment and of procuring 
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patients? Naturally the non-operative 
treatment of hemorrhoids is the most pro- 
lific field for the proctologic quack. 

The bare mention of “operation” or 
“knife” is abhorrent to many people. By 
the nature of things the patient is not 
keyed up by the more or less public ex- 
ploitation of his or her pain and suffering. 
It is one of the ailments which Victorian 
conventions compel us to carry in smiling 
silence. Promises of painless cures, blood- 
less cures, and cures without detention 
from business sound good to the prospec- 
tive patient who will accept the advice of 
a charlatan and place himself under his 
care rather than undergo the slight opera- 
tion the case may demand. 

This is not a plea for the injection 
method of hemorrhoids, though wonderful 
results accrue therefrom. 

Of course there are tricks in all profes- 
sions as well as all trades and the hard- 
working ethical physician and surgeon 
knows little of the tricky methods that 
have made wealth for hundreds of so-called 
rectal charlatans, men who are using 
secret formulas and selling the same along 
with their special technique and instru- 
ments. 

It is the aim of the charlatan and quack 
to create in their patients a feeling of awe 
—to impress them with the idea that the 
operator is possessed with psychic power 
and almost supernatural knowledge. It is due. 
to the credulity of the people in general 
and his own blatant effrontery that the 
charlatan is a success in the matter of 
money getting. The public is always on 
the lookout for something out of the ordi- 
nary, something hidden and mysterious 
and the more nearly it approaches the 
magic and the occult the harder they fall. 
And this goes with a certain class of news- 
papers as well. There is no news in the 
fact that the physician effects cures by the 
dozens and scores 365 days in the year. 
That is what he is employed for and the 
public never hears of it. But let it be re- 
ported that a lame girl has thrown away 
her crutches or a blind child been given 
sight by the laying on of hands of some 
itinerant quack, it would be spread before 
ten thousand readers without investiga- 
tion and believed without investigation. 





INTERNATIONAL CONFERENCE TROPICAE, 
HEALTH -PROBLEMS 


An International Conference on Tropical 
Health Problems was held at Kingston, 
Jamaica, July 23 to July 31 inclusive. This 
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conference was called by and held under 
the auspices of the Medical Department of 
the United Fruit Company. The concep- 
tion, organization on such a comprehensive 
scale, and the complete success of the con- 
ference was due chiefly to the alertness, 
wisdom, ability, leadership, and genial good 
nature of Dr. W. E. Deeks, the Director of 
the Medical Department of the United 
Fruit Company. 

There were 57 delegates from 17 differ- 
ent countries. Most of these were men 
who have taken special interest in some 
phase of tropical medicine, and many are 
world authorities in their particular line of 
work. Among them may be mentioned Dr. 
Aristides Agramonte of Havana, the only 
living member of the Reed and Carroll yel- 
low fever commission; Col. Bailey K. Ash- 
ford of San Juan, Porto Rico, who was a 
member of the Porto Rico Hookworm Com- 
mission which did such important work on 
this disease in the early days of its recog- 
nition; Dr. Henry R. Carter, world au- 
thority on yellow fever and its control; 
Dr. Aldo Castellanni, professor of mycol- 
ogy in the London School ot Tropical Medi- 
cine, and author with Chalmers of the 
standard textbook on tropical medicine; 
Professor Friedrick Fulleborn, head of the 
Hamburg (Germany) School of Tropical 
Medicine; Dr. Hideyo Noguchi of the 
Rockefeller Institute for Medical Research, 
discoverer of the cause of yellow fever; Sir 
Thomas Oliver, Newcastle-upon-Tyne, Eng- 
land, authority on industrial hygiene; Sir 
Leonard Rogers, London, authority on 
amebic dysentery, pioneer in the use of 
emetine in its treatment and authority on 
leprosy; Dr. Milton J. Rosenan, head of 
the Harvard School of Tropical Medicine; 
Dr. George E. Vincent, president of the 
Rockefeller Foundation; Dr. C. C. Bass and 
Dr. F. M. Johns of Tulane, and many others. 

The papers presented covered a wide 
range of diseases prevalent in the tropics, 
and those of special interest in tropical 
countries. Time was allowed for liberal 
discussion. Among the subjects widely 
discussed were malaria, leprosy, schistoso- 
miasis, yellow fever, amebiasis, and other 
forms of dysentery, plague, granuloma in- 
guinale, ainhum, pinta, filariasis, sprue, 
oriental sore, mycosis, leishmaniasis, alas- 
trime, etc. 

Space permits brief mention of only a 
few of the points brought out. The discus- 
sions and subsequent visits to United 
Fruit Company Hospitals indicate that 
malaria remains one of the most important 
diseases of the tropics. No new method of 
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dealing with the disease was brought out. 
Old methods were discussed. As for treat- 
ment quinine remains the chief if not only 
remedy. 

Sir Leonard Rogers pointed out the 
great reduction and almost complete elim- 
ination of liver abscess resulting from the 
widespread use of emetine in the treatment 
of amebic dysentery. He also directed at- 
tention to the wisdom of treating amebic 
liver abscesses by aspirating the contents 
and by giving emetine at the same time. 
Opening such abscesses is not desirable. 
Where necessary the liver may be exposed 
and then contents of the abscess aspirated. 
This followed by treatment with emetine 
is very successful. 

The evidence in support of the claim that 
Noguchi’s leptospira icteroides is the 
specific cause of yellow fever, seemed to 
be complete, and to prove to the satisfac- 
tion of practically all that it is the true 
cause. The value of the prophlactic vaccine 
made from this organism and the curative 
serum remains to be determined, but evi- 
dence so far is favorable. 

With regard to leprosy, continued work 
with products from chaulmoogra oil and 
lately cod liver oil, produce apparent cures 
in an increasingly large proportion of 
cases, not in all. The lepra bacilli in the 
cases under treatment usually break down, 
become granular and later disappear. 

Ashford still believes monilia pscilosis 
bears an etiological relation to spruce. The 
final proof is lacking. 

After the conference, the delegates vis- 
ited the United Fruit Company Hospitals, 
plantations, and other places of interest in 
Jamaica, Honduras, Guatemala, Costa 
Rica, and Panama. Perhaps the most im- 
portant feature of the whole conference 
and tour is the fact that this large commer- 
cial organization has recognized the im- 
portance of health to the success of their 
business, to the extent of making the large 
investment in it that the cost this confer- 
ence must represent. 





THE JOURNAL—THE OFFICIAL ORGAN 

The Journal is the official organ of the 
profession of Louisiana and Mississippi 
and can now lead in plans to those ends 
which will conserve the best interests of 
our States. If given the help and encour- 
agement of the physicians individually and 
collectively we can accomplish much. 

We are not unmindful of the trust con- 
fided to us, and we shall try to live up to 
our responsibilities as honestly conceived. 
When the time comes to pass on some mat- 
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ters the obligation weighs heavily, and we 
hope our readers will remember we are 
doing our best. 

The papers read before the State Medi- 
cal Societies of Louisiana and Mississippi 
and the Orleans Parish Medical Society are 
the papers (property) of the New Orleans 
Medical and Surgical Journal. Througn 
these organizations the Journal has more 
material than it can possibly publish dur- 
ing the year, therefore local societies must 
not feel that they have been treated with 
indifference when papers sent by them are 
not published. Through the news columns 
we shall endeavor to treat every society in 
Louisiana and Mississippi with fairness 
and justice, without favoritism to any. 

With the hospital facilities, the faculties 
of Tulane and Loyola and two post-gradu- 
ate schools, there should be no better ad- 
vantages for the teaching of medicine than 
New Orleans offers. We have the material 
and the men. We ask the help of every 
well wisher and solicit contributions in the 
nature of live, up-to-date editorials for pub- 
lication. We shall be glad to initial the 
editorials, if furnished, or sign the full 
name, as may be desired by the author. 
Tulane and Loyola, with their numerous 
associates and assistants, could be wonder- 
fully helpful, and it is believed this would 
tend to bring back home those of their 
honored Alumni who have sought other 
fields for their activities. 

The Publication Committee asks for the 
hearty and cordial support of every mem- 
ber of the profession in Louisiana and Mis- 
sissippi. Let us make it 100 per cent for 
all in good standing. If your neighbor is 
not a member of the local medical society, 
ask him to join. If he is not disposed to 
join the organization, ask him to subscribe 
to the Journal. 





EXCHANGE SPEAKERS 


An unsual procedure which is proving to 
be very successful is the plan adopted by 
the Ouachita Parish Medical Society and 


the Shreveport Medical Society oi ex- 
changing programs. The plan is that ac 
one meeting the Ouachita Parish Medical 
Society entertains members from the 
Shreveport Medical Society, and at a sub- 
sequent meeting the Shreveport Medical 
Society entertains members from _ the 
Ouachita Parish Medical Society. This plan 
has been adopted very recently, and conse- 
quently only a few meetings have been 
held. This gives an unusual opportunity 
for the medical men to become acquainted 
with their adjoining brothers, and to in- 
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terchange ideas concerning scientific sub- 
jects, which is always most profitable. 

The officers of these organizations are 
to be congratulated upon this progressive 
step. The interest manifested in the few 
meetings held to date, has been more than 
anticipated. Other parish organizations 
could improve the interest of its members 
by considering the possibility of joint meet- 
ings with some of their close neighbors. 
We trust that these scientific sessions will 
continue to prove interesting and success- 
ful. 





TROPICAL MEDICINE AND TULANE 


The announcement of the bequest of the 
late William E. Vincent 0: $60,000 to the 
department of Tropical Medicine and Hy- 
giene, Tulane College of Medicine, and the 
plans for the use thereof are worthy of 
comment. 

New Orleans, due to its climate and to 
the geographic location with regard to the 
tropical and semi-tropical countries, is the 
logical location for the development and 
study of this branch of medicine. 

Present plans contemplate the founding 
of a Chair in Tropical Medicine in the un- 
dergraduate school with a full time pro- 
fessorship assisted by a Staff that will 
strengthen and round out the course of 
teaching in this department, thereby mak- 
ing it rank with the other branches taught 
in the undergraduate school. 

To accomplish the purpose the Dean and 
Faculty are making every effort toward 
obtaining a recognized authority of inter- 
national prominence and an interesting an- 
nouncement is expected very shortly. 

Future graduates of Tulane will be bet- 
ter equipped to cope with Disease of a 
tropical and semi-tropical nature than 
graduates of other medical schools, and 
their community will profit thereby. 

The formation of a clinic, in one of the 
local Hospitals, a consultation clinic, and 
regional surveys will make the City the 
center of information, investigation and re- 
search. 

An interesting course of study covering 
a period of two or three years, and leading 
to advanced degrees complete the program 
that is destined to rank Tulane as a fore- 
most authority in Tropical Medicine. 

Mr. Vincent’s bequest will benefit Tulane 
and New Orleans alike, but it represents 
less than half the amount required to place 
the department on an independent basis. 
It is hoped that his generosity will be imi- 
tated by many so that the School of Med- 
icine can broaden its fund of usefulness. 
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WHY A MEDICAL AUXILIARY? 


Woman's Auxiliary Meeting—Continued 


Mrs. S. C. Red, Houston, Tex. 


The Woman’s Auxiliary of the American 
Medical Association brings to the Missis- 
sippi State Medical Association a most 
cordial greeting and assures you of its 
deep interest in your deliberations. Per- 
sonally its president comes to you a total 
stranger, but does not bring with her a 
strange message. It is the old but ever 
inspiring message of love, love for and 
pride in the medical profession. 

The object of the Auxiliary, as stated in 
its constitution, is to extend the aims of 
the medical profession through the wives 
of the doctors to the various organizations 
which look to advancement of health and 
education, to assist in entertaining at 
all American Medical Association Conven- 
tions, to promote acquaintanceship among 
doctor’s families, that closer fellowship 
may exist. Now, that object is certainly 
a worthy one, isn’t it? And in order that 
it may be carried out there must be an or- 
ganization back of it—so that is why I 
have answered the splendid invitation of 
the honored president of your State Auxil- 
iary, Mrs. Daniel Williams, and come to 
you today to encourage and help from the 
experience of other States—to put your 
Woman’s Auxiliary on a working basis. 
This matter will be gone into more fully at 
the Auxiliary meeting tomorrow. 

Perhaps the things that would interest 
this assembly most would be the accom- 
plishments of the Auxiliary during its two 
short years of existence. We were just 
ready for the fourth annual meeting of the 
Woman’s Auxiliary of the Texas State 
Medical Association for which I had served 
two years as president, when it occurred to 
me that if such an organization had meant 
so much that was pleasant. and worth 
while to Texas, why shouldn’t other States 
be told of its benefits. So armed with a 
resolution from my State Auxiliary and 
with the encouragement and help of the 
most prominent men in the profession in 
Texas—I went to St. Louis, where the 
House of Delegates voted unanimously for 
such an organization, one delegate going so 
far as to suggest that we be given a vote 
in the House of Delegates, but that was not 
what we wanted. We are perfectly sure 
that that body is more than capable of at- 


tending to its own affairs and we want no 
part in their deliberations, but we do stand 
ready to help as an auxiliary. 

There are many definitions given for 
the word auxiliary—generally used it 
means an aid, a helper, an assistant. There 
are auxiliary troops, auxiliary engines, 
auxiliary verbs—an auxiliary verb is one 
that helps to form the voices, moods and 
tenses of other verbs; an auxiliary yacht 
is one having an engine and propeller for 
use when there is no wind or when the 
wind is adverse. 

Plato says, “an auxiliary is one whose 
office it is to support the resolutions of the 
rulers. As individuals we are willing to 
form the moods, voices and tenses of our 
doctor husbands or to even act as an engine 
and propeller when the wind is adverse. 
But, collectively, we will act on Plato’s sug- 
gestion and “support the resolutions of the 
rulers.” 

During the first year of our activities 
two letters were sent to each of the presi- 
dents of the 48 State associations asking 
that a leading doctor’s wife be appointed 
to start the organization in that State, and 
that a representative be sent to the con- 
vention in San Francisco—eighteen States 
responded with approval and appointments 
—seventeen being represented at the first 
convention. At this convention the four 
newly elected vice presidents were each 
asked to take twelve States and be respon- 
sible for their organization during the next 
year. Mrs. Seale Harris the vice presi- 
dent of the Southern States reports eight- 
een States represented at the Southern 
Medical Association meeting in Washing- 
ton last November. That is what the South 
thinks of the auxiliary. Being somewhat 
relieved of the details of organizations the 
president became interested in that clause 
stated in the object of the organization 
“viz”: the extension of the aims of the 
medical profession through the wives of 
the doctors to the various woman’s organi- 
zations which look to the advancement of 
health and education—with an emphasis 
on education. The keynote of President 
Wilbur’s address at San Francisco last 
summer was the education of the public 
along medical lines. An article in the 
Literary Digest telling of the activities of 
the Illinois State Medical Associaton in the 
matter of ascertaining what the people 
think of doctors and the startling state- 
ment that out of 6,772 persons consulted 
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only 931 professed entire confidence in 
orthodox medicine. Also, the question, 
who is going to tell those other 6,000 per- 
sons the truth about the medical profes- 
sion? brought this suggestion to my mind 
that here was a fine place for the auxiliary 
to start a real work, for who knows more 
than the doctor’s wife how much scientific 
knowledge, physical strength, Christian 
patience and forbearance it takes to make 
a doctor. After consulting the president 
of my State Medical Association, Dr. A. C. 
Scott, I prepared a paper on “organized 
medicine,” telling of the college require- 
ments and the splendid medical schools in 
our States, of our medical legislation, read- 
ing our last medical practice act, said to 
be one of the best in the country ; standardi- 
zation of hospitals, explaining the differ- 
ence between regular staff, closed staff 
and visiting staff; requirements of nurses’ 
training school, State regulation of medi- 
cal examinations; read the oath of Hypo- 
crates and explained that branch of medi- 
cal ethics which requires every honest-to- 
goodness doctor to pass on his knowledge 
to his brother practitioner; told of county, 
State and National Association and their 
efforts to advance the cause of medicine 


and especially their efforts toward pre- 
ventive medicine, which is probably the 
most altruistic thing they do; fighting the 
very causes that will bring money into 


their pockets. I read this paper to my city 
federation of women’s clubs, then to my 
State federation of women’s clubs, as you 
know these clubs are made up of delegates 
who carry pencil and note books and carry 
back to their clubs the important things 
heard at the meetings. I also made ar- 
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rangements for our State president, Dr. 
Scott, to give his splendid talk on “What 
Every Woman Should Know About Can- 
cer.” At the State Federation meeting 
both of these talks were splendidly received 
and I have heard complimentary echoes 
from all parts of our big State. I sent a 
copy of my paper to all State presidents of 
our auxiliary, asking them to write similar 
papers covering conditions in their States 
and asked them to read it to the laity. 


I would like to say 
one thing that has 
pressed me most in my work with 
the auxiliary is the fact that the 
average woman in education and culture. 
I had not realized this before; go into any 
town, city or metropolis, the leading women 
in these towns are doctor’s wives, be they 
musicians, artists or philanthropists. Isn’t 
there every reason why these leading spir- 
its should be used to help in the cause of 
educating the public to the real meaning 
of medical ethics. 


that 
im- 


In closing, 
perhaps the 


Now, I am just as orthodox as the 
worst blue stocking among you when it 
comes to advertising the profession, but in 
the matter of education, I feel that the 
profession has been, to say the least, un- 
mindful of its needs. If the American 
Medical Association is in earnest about 
putting on a program of education, the 
auxiliary will stand ready to “support the 
resolutions of the rulers,” but first and 
foremost is the necessity of promoting ac- 
quaintanceship among doctors’ families 
that closer fellowship may exist. We must 
know and love one another before we can 
work together even for a good cause. 





MEDICAL ECONOMICS 
Chas. A. Bahn, M.D., Department Editor. 


Ill 


One dollar will become two dollars if invested 
and compounded at 6 per cent interest in about 
ten and a half years, at 5% per cent interest in 
about twelve and a half years. This is all you 
have a right to expect of the invested part of 
your savings without the addition of knowledge, 
judgment, effort, responsibility, and risk. 

If you are not satisfied with this return on 
your savings and are not willing to add what is 
necessary to make them earn more, you should 
do one of two things. The first is to take the 
amount listed for speculation on the basis of your 
income in the chart printed last month, speculate 
as quickly and wildly as possible, lose and forget 
it as fast as you can, that your real productive- 
ness may not be interfered with more than is 
necessary. The other alternative is to speculate 
with this amount in your own business, because 
presumably you know more about your business 
than somebody else’s business, and _ intimate 
knowledge is one of the important factors in 
speculative success. 

Speculation is an effort to get something for 
nothing, or more than you have really produced. 
In the long run, the only persons who profit 
thereby are those who, win or lose, receive a 
commission, and those who disburse the money 
which the suckers contribute. Do not confuse 
investment with speculation; they have practi- 
cally nothing in common, and do not mix as well 
as the proverbial oil and water. 

Our object in saving is to establish a fund 
which will provide for us and ours during non- 
productiveness from increasing age, illness, acci- 
dent, and death. This is usually accomplished by 
one fund, the interest of which will take care of 
decreasing productiveness from increasing age, 
which in medical practice, usually begins at about 
the age of 55; and a second fund called insurance, 
which in case of premature death or disability 
will take the place of the first fund, and in case 
of productive survival, will augment the first 
fund. Both of' these funds can be best estab- 
lished only by regular contributions, preferably 
monthly. 

As shelter is one of the most important fac- 
tors in our lives, home ownership is usually the 
first practical step towards laying aside for the 
future. If you rent a home, you usually pay the 
owner about 10 per cent yearly of its value; 4 
per cent taxes, insurance, and maintenance, and 
6 per cent interest on the investment; and after 
you have lived in this home say eleven years, you 
own nothing but recollections. If you purchase 
a home through a homestead association, gener- 
ally speaking, you lose the 6 per cent annual 
interest on the 20 per cent of the purchase price 
that you pay cash; you pay for about ten and a 
half years, approximately 13 per cent yearly on 
the remaining 80 per cent, the amount you bor- 
rowed; you pay the same 4 per cent taxes, insur- 
ance, and maintenance, as if you rented. At the 
end of ten and a half years, however, the home 
belongs to you, and the net interest paid on your 
home will have been slightly less than 6 per cent. 
If your purchase has been made with a reason- 
able degree of foresight, your home should be 
worth slightly more than the price originally 


paid, because the increased valuation of the 
ground will have more than offset the deprecia- 
tion of the house. Whether you have rented or 
bought, the use of the home has, of course, been 
yours during the time mentioned. 

It has been estimated that generally speaking 
it is not wise to purchase a home costing more 
than two years of one’s net income. If your net 
income is ten thousand dollars a year, it would 
probably be unwise to purchase a home costing 
more than twenty thousand dollars. 


The majority of homes in this State are pur- 
chased through homestead associations, institu- 
tions of which we can be justly proud, because 
they are a powerful factor in stimulating regular 
saving, encouraging home ownership, and making 
savings a productive factor in the home com- 
munity. For the benefit of those unfamiliar, a 
few fundamentals may be of service. 


A company is formed which issues a certain 
number of stock shares usually in denominations 
of one hundred dollars or fractions thereof. The 
purchaser of this stock usually buys on a partial 
payment plan, obligating himself to contribute a 
regular amount weekly or monthly until the stock 
is paid for. For this amount paid in, he receives 
usually 6 per cent yearly interest compounded 
semi-annually. This income is free from all city 
and State tax, and federal income tax to the 
extent of three hundred dollars per year per in- 
dividual. Thus a man and his wife in this State 
could receive six hundred dollars per year divi- 
dend from homestead stock free from federal in- 
come tax, this representing the interest at 6 per 
cent of a ten thousand dollar investment. The 
purchaser of this stock can also borrow against 
its par value, usually not exceeding 80 per cent 
of the company’s estimated value of the ground 
and building to be purchased or built. On this 
loan our prospective home owner pays usually 
about one dollar every twenty-eight days, for 
every hundred dollars borrowed, making about 
thirteen dollars per hundred dollars borrowed per 
calendar year. In about ten and a half years the 
borrower becomes the full owner, having paid the 
loan and gross interest at the rate of about 7.8 
per cent. The company therefore pays 6 per 
cent for money which it loans at 7.8 per cent, 
leaving a difference of almost 2 per cent for ad- 
ministrative expense and the payment of loss 
from within or without the organization. The 
company also usually has the benefit of receiving 
weekly or monthly payments on which interest is 
paid out but semi-annually. 

Homestead associations are audited at least 
once yearly by the State Bank Examiner, whose 
report can be studied by any one who is inter- 
ested, preferably, however, by a person conver- 
sant with accounting methods. The _ reports 
showing the financial condition of the different 
companies are printed from time to time in the 
daily press. 

These. organizations are to a slight degree, 
regulated by the State, in that the amount which 
they can borrow, usually from banks, is limited 
to one-half of their outstanding stock. They are 
also supposed to have a surplus fund, an accu- 
mulation of profits after all administrative ex- 
pense and dividends have been paid, approximat- 
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ing 5 per cent of their total assets; in order to 
provide against loss to the stockholder. 

There have been, to my knowledge, practically 
no losses in recent years which have resulted 
from the purchase of homestead stock. 

I believe that at least for the savings beginner, 
who usually has not formed the habit of regularly 
setting aside a definite amount monthly for 
future use, and for whom investment is more or 
less of a mystery; that homestead associations, if 
selected with reasonable common sense, offer an 
excellent opportunity for investment. Without 
further effort on the investors part, they usually 
pay a net 6 per cent yearly dividend compounded 
semi-annually, which is a maximum return con- 
sistent with safety; they stimulate regular sav- 
ings; they make home ownership easily possible 
for the average family, and they reinvest savings 
productively and safely back in the same com- 
munity as first mortgages on homes. 

In the selection of a homestead association, the 
following factors are worthy of consideration: 
age, surplus, safety margin on loans, capital 
stock, rate of growth, management, and other 
factors shown in the bank examiner’s report. 

In obtaining a loan from a homestead associa- 
tion it is generally advisable that the payments 
to the company be made to apply on the purchase 
of the stock rather than on the loan because you 
thus save the difference between the 6 per cent 
dividend and the 7.8 per cent loan charge on that 
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part of your payments which apply to the prin- 
cipal of the loan. About one-half of the amount 
paid is devoted to interest and about one-half to 
reduction of principal. 

Any one who contemplates the purchase of a 
home can have it appraised by a homestead asso- 
ciation in this city for about three dollars with- 
out incurring an obligation to purchase or bor- 
row. 

We are indebted to Mr. Wm. Pfaff for re- 
viewing this month’s contribution and offering 
valuable suggestions. 

Next month we expect to discuss a few funda- 
mentals about life insurance, this usually being 
the second practical step which the average phy- 
sician takes in looking forward into the future. 

Again we say, this is your page, conducted to 
help you become a better physician by stimulat- 
ing interest, in an upright, straight forward way, 
in economic medical problems, that we may give 
the public the best possible value for that part 
of its income paid us, and on the other hand, that 
we may realize the greatest practical benefits 
from our knowledge and efforts. 

If we can help you solve your individual prob- 
lems along these lines, do not hesitate in placing 
them before us. If you like, or do not like, this 
department, write us, that our efforts may be 
directed productively. 

Address all communications to Dr. Chas A- 
Bahn, 1551 Canal street, New Orleans, La. 





SOUTHERN MEDICAL ASSOCIATION MEETING 


Arrangements for the coming convention of the 
Southern Medical Association in New Orleans, 
November 24th to 27th, are rapidly nearing com- 
pletion. Communications between the central 
headquarters at Birmingham and the local, com- 
mittee in New Orleans point to it as one of the 
best and probably the most largely attended 
meetings held by this Association. 

The two Drs. Dicks, Dr. George and Gladys 
Dicks, whose work on scarlet fever has gained 
wide renown, will be in attendance. Their scarlet 
fever test for susceptibility, their vaccine for 
immunization and the twenty-four hour cure for 
scarlet fever are the most important medical mat- 
ters presented at any of the past meetings of the 
Southern Medical Association. As Drs. Dicks 
will give clinical demonstrations in New Orleans 
at this meeting, and arrangements have been 
made to secure 100 children for this purpose, the 
importance of this subject should be apparent to 
every medical man in the South. No doubt 
everyone will desire to avail himself of the op- 
portunity to see these demonstrations. The com- 
mittee has also procured very interesting mate- 
rial for its scientific exhibits. Prominent among 
which are: 

Motion picture microphotographs of the life 
cycle of Schistosoma mansoni and the trypanoso- 
mes of Derrengadera, by Dr. Juan Iturbe, Mara- 
caibo, _Venezuela. 

Motion pictures and slides of the Leptospira of 
yellow fever, with microscopic demonstration of 


the organisms and characteristic lesions produced 
by Dr. Hideyo Noguchi, New York City. 

The Scientific Exhibit Committee is also mak- 
ing arrangements to procure still other exhibits 
which will be of enormous interest to the medi- 
cal profession, and hopes to be able to discuss 
these at an early date. 

As considerable interest in New Orleans has 
been created throughout the Southern Medical 
Association by a series of articles appearing in 
the Journal of the Southern Medical Association 
since July entitled, “Sandy Sees New Orleans,” 
exploiting the many points of historical interest 
and the rapid strides New Orleans has made in 
education, sanitation and commerce, we antici- 
pate a banner meeting. As this meeting bids 
fair to be largely attended we would therefore- 
advise that you make early reservations so that 
you may be taken care of during the convention. 

The scientific program will probably surpass 
in scientific value its previous best efforts, as 
witness the paper of Drs. Dicks and other papers 
to be mentioned later. As many of the authors 
attending this meeting are of a standing to com- 
mand authority throughout the United States, the 
scientific value of their papers must be unques- 
tioned. The halls for the housing of these ses- 
sions have been arranged so that everyone will 
be assured of attendance and comfort. The En- 
tertainment Committee has been very active and 
has prepared a series of functions for yourself 
and the ladies of your family which will keep 
you busy all the time. By the way, don’t forget 
your golf clubs! 





NEWS AND COMMENT 


Lucien A. Ledoux, M. D., Department Editor 


“Every man owes some of his time to the up- 
building of the profession to which he belongs.” 
Theodore Roosevelt.” 


MONTHLY BULLETIN OF THE ORLEANS 
PARISH MEDICAL SOCIETY 


The activities of the.Society will be resumed 
with a Scientific Meeting, Monday, September 
22nd, 1924. 

The following applications for active member- 
ship have been received: Drs. F. R. Brunot, 
Mary Gould, Frank Cato, Jr., Corinne R. Cato, 
J. A. Colelough, Edmond Faust, Edward McCor- 
mac, Dorothy Edwards, Charles ‘[. Williams, 
Katherine Havard, Abram Weiss, Maurice Com- 
pagna and L. J. Stookey. 

The Board of Directors have recommended to 
the Society that a new membership class be form- 
ed, viz; Interne Memberships, the dues to be 
$6.00 per annum. 

The dues for the Fourth Quarter are now due 
and prompt remittance will facilitate the work 
in the office. 

While the Society is enjoying one of its best 
years, and its membership is larger than in for- 
mer years, every effort should be made toward 
securing desirable applications from physicians 
located in the city to replace losses caused by 
deaths, transfers, ete. 

November 24th to 27th this Society will be 
hosts to the Southern Medical Association. The 
Committes have been actively at work and plans 
have been completed for taking care of one of 
the largest meetings held in this City. Individ- 
ual effort is needed and a kindly attitude when 
approached by a member of the Finance Com- 
mittee will be of great assistance. 

The Program for the Fourth Quarter is as fol- 
lows: 

Monday, 
Meeting. 

Monday, 
ing. 

Monday, 

Monday, 
Meeting. 

Monday, November 

(Election of 
Society.) 

Monday, November 24th, Scientific Meeting. 

(Nomination of Officers for the ensuing year. 
Opening of the Southern Medical Association 
Convention. ) 

Monday, 
Meeting. 

Monday, December 8th, Scientific Meeting. 

Saturday, December 13th, Election of Officers. 

Monday, December 22nd, Scientific Meeting. 

Kindly notify this office immediately of any 
changes in address. Members failing to receive 
Journals, Meeting Notices, etc., are requested to 
advise this office. 


October 6th, Board of Directors 


October 13th, Third Quarterly Meet- 


October 27th, Scientific Meeting. 
November 3rd; Board of Directors 


10th, Scientific Meeting. 
Delegates, La. State Medical 


December ist, Board of Directors 





Monthly bulletin of the Shreveport Medical 
Society, September, 1924. September meeting of 
the Shreveport Medical Saciety, September 2, at 
Charity Hospital at 8 P. M. 

September Scientific Program. 


Oscular Headaches, by Dr. R. C. Young. 

Nasal and Sinus Headaches, by Dr. L. W. 
Gorton. 

Aural Headaches, by Dr. I. Henry Smith. 

October Scientific Program. 

Neuropsychiatry, in charge of Dr. J. D. Young. 

November Scientific Program. 

Reconstruction of Ankylosed Joints. 

Illustrated with motion pictures. Dr. W. C. 
Campbell, Memphis, Tenn. 

To open discussion Drs. Guy A. Caldwell and 
H. A. Durham. 

December Program. 

Election of officers. No scientific Program. 

Charity Hospital, July 1st, 1924. 

Shreveport Medical Society was called to order 
at 8:15 p. m. by President Butler. Minutes of 
last meeting were read and approved. Thirty- 
seven members were present. 

Scientific Program. ; 
This part of the program was presented by the 
Tri-State Clinic. The following papers were pre- 

sented: 

Caesarian Section, by Dr. T. E. Williams. 

The Female Pelvis from a Urological Stand- 
point, by Dr. E. W. Harris. 

Extra-Pelvic Symptoms due to Pelvic Pathol- 
ogy, by Dr. H. L. Green. 

Toxemias of Pregnancy, by Dr. W. B. Heidorn. 

Ectopic Gestation, by Dr. S. W. Boyce. 

Surgery of the Tubes and Ovaries, by Dr. L. 
H. Pirkle. 

Discussion by Drs. Caldwell, Herold, Rougon, 
J. D. Young, Johns, Williams and Harris. Clini- 
cal case by Dr. Harris. 

Written communications. 

A letter from Orleans Parish Medical Society 
was read. 

A motion was made, seconded, and passed, 
authorizing the secretary to have the revised Con- 
stitution and By-Laws printed and enough copies 
of the A. M. A. Code of Ethics procured to dis- 
tribute to each member. 

On motion the Society adjourned. 





A social meeting of the Shreveport Medical 
Society was held on the Youree Hotel roof, August 
13th, starting at 9 p. m. The food was good. 
The music by the Louisiana Ramblers was fine. 
A goodly number joined in the dancing and ap- 
parently everybody had an enjoyable evening. 
One of the main features of the evening was the 
absence of speech making. President Butler, 
early in the evening, made this brief announce- 
ment, which seemed to meet with everyone’s ap- 
proval. This was probably the largest gathering 
we have had for years. One hundred and nine 
members and guests were present. 





THE DUCRO BILL RESOLUTIONS 

At a regular meeting of the Physicians’ Im- 
provement and Protective Association, of La 
Salle Parish, held at Good Pine, La., August 7th, 
1924, the following resolutions were unanimously 
adopted: 

“Be it resolved by this Association, that we are 
opposed to the Ducro Bill as passed by the last 
session of the Louisiana Legislature, and 

“Be it further resolved, that we advise our 


172 





News and Comment. 


members individually and collectively to refuse 
certificates of freedom from sexual or social dis- 
eases as a matrimonial expedient.” 

Dr. R. B. Wallace, of Alexandria, offered the 
following resolution: 

“Be it resolved that the above resolution be 
published in the New Orleans Medical and Sur- 
gical Journal.” 

0. F. MATHEWS, M. D., President. 
W. V. TAYLOR, M. D., Secretary. 





LAFOURCHE VALLEY MEDICAL SOCIETY 


The Lafourche Valley Medical Society held a 
meeting in Thibodaux on August 13th, at 6 p. m. 
Dr. T. I. St. Martin, the president, presided, and 
there was some twenty members present. Dr. 
H. P. St. Martin read a very interesting paper on 
“Errors in Diagnosis,’ which attracted unusual 
discussion. 

The Society was honored by the attendance of 
the President of the Louisiana State Medifal 
Society, Dr. C. V. Unsworth, who was accom- 
panied by Drs. Seemann, W. H. Block, Silverman, 
Clark, Johnson and P. T. Talbot, Secretary- 
Treasurer of the Louisiana State Medical Society, 
all of New Orleans. After the scientific pro- 
gram a sumptuous spread was given at the hotel 
by the members of the Lafourche Valley Medical 
Society to the visiting guests. The Lafourche 
Valley Medical Society unanimously voted their 
confidence and endorsement of the new Anti- 
Tuberculosis League recently organized under the 
auspices of the Louisiana State Medical Society. 

(Note)—The above meeting was an unusual 
reflection of the medical activities in this vicinity, 
and is a credit to the Lafourche Valley Medical 
Society. The attending doctors trust that they 
may have the opportunity of enjoying another 
meeting with the physicians of the Lafourche 
Valley Medical Society. 





WASHINGTON PARISH MEDICAL SOCIETY 


A monthly meeting was held August 28th, at 
8 p. m., at the Pine Tree Inn, Bogalusa, La. A 
supper followed the regular session, the program 
being limited to the paper of the visiting guest, 
Dr. E. Denegre Martin, subject, “Facts and Fail- 
ures in the Treatment of Fractures.” This meet- 
ing was wel] attended. 





The semi-annual examination of the Louisiana 


Nurses Board of Examiners was held in New 
Orleans and Shreveport, June 16th and 17th. 
Sixty-seven applicants qualified as registered 
nurses. The successful applicants are: 

Misses Grady G. Acker, Georgia M. Adkinson, 
Mary B. Alexander, Beatrice L. Aspiron, Era At- 
wood, Juanita M. Aycock, Mrs. Renee S. Bear, 
Misses Claire E. Bergeron, Camille K. Berthelot, 
Beatrice H. Billingsley, Ida M. Burkett, Ruth A. 
Burney, Pearle E. Burr, Lucinda E. Calhoun, 
Frances R. Claiborne, Leona G. Cooper, Mrs. Bes- 
sie L. K. Core, Misses Dorothy Crews, Flossie G. 
Dugas, Lelia M. Durand, Ethel B. Eves, Mrs. 
Lucile R. Elliott, Misses Lena Fitzgerald, Leices- 
ter B. Fuller, Lucille N. Fuller, Marguerite Fur- 
stonberg, Katherine Gallagher, Anaise J. Gianel- 
loni, Erna Hanges, Blanche A. Harpster, 
Mabel G. Hasling, Mary L. Hester, Emily M. Hil- 
bert, Willie M. Holzknecht, Marjorie Hubert, Mrs. 
Blanche D. Hudgins, Misses Ruth H. Hughes, 
Bertie Hutcherson, Vivian Johnson, Mrs. Effie 
M. Krumholt, Misses Stella M. LeBlanc, Minnie 
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Loflin, Marguerite S. McCann, Mrs. Lillian 
Meza, Mrs. Rebecca Monrean, Miss Pauline Delos 
Newby, Mrs. Sadie L. H. Ory, Miss Octavia M. 
Prejean, Mrs. Eula M. Moore, Mrs. Margaret M. 
Naughton, Misses Maude T. Sadler, Hilda S. Shu- 
shan, Annie T. Siekfort, Bessie M. Smith, Opal 
Smith, Mary J. Taillon, Louise M. Theriot, Beat- 
rice Waldrum, Kathleen Wallace, Millie J. Watts, 
Marjorie R. Poche, Sallie Royal, Sister Mary L. 
Follant. 

Colored applicants: Alice V. Bachemin, Zula 
A. —- Bettie Beatrice Flowers, and Abbie 
L. Suel. 

The Louisiana Nurses Board of Examiners is 
composed of the following members: Dr. John T. 
Crebbin, president; Miss Julie C. Tebo, R. N., 
secretary-treasurer; Dr. George S. Brown, New 
Orleans; Dr. Fred J. Frater, Shreveport; Dr. 
Robert W. Faulk, Monroe. 





Dr. B. F. Gallant, of New Orleans, has opened 
a modern, up-to-date Neurological Hospital at 
Pass Christian, Miss. Dr. Gallant formerly 
served as Resident Superintendent of Charity 
Hospital of New Orleans. After severing his 
connection with the Charity Hospital he acted 
almost continuously as Medical Director of the 
Belvedere Private Sanitarium, which hospital was 
taken over by the United States Government in 
1918. He then became Director of St. Luke’s 
Private Sanitarium, which was sold to Mrs. M. L. 
Soniat, who gave it as a gift to the the Sisters 
of Mercy. This hospital is ideally located and 
fully equipped to meet its purposes and require- 
ments. 





MONTHLY MEETINGS IN NEW ORLEANS 


The Medical Staff meeting of Charity Hospital 
are held on the third Tuesday of each month, and 
the Surgical Staff meetings are held on the third 
Wednesday of each month in the Reception Room 
at 8 p. m. . 

The Eye, Ear, Nose and Throat. Hospital meet- 
ings are held on the first Monday of each month 
in the Library at 8 p. m. 

The Eye, Ear, Nose and Throat Club meetings 
are held on the third Thursday of every month 
in the office of the Orleans Parish Medical Society 
at 8 p. m. 

Hotel Dieu meetings are held on the third 


‘Monday of each month in the Nurses’ Class Room 


at 8 p. m. 

Mercy Hospital meetings are held on the third 
Friday of each month at 8 p. m. 

Presbyterian Hospital meetings are held on the 
last Thursday of each month at 8 p. m. in the 
Out Clinic Building. 

Touro Infirmary meetings are held on the third 
Wednesday of each month at 8 p. m. in the Staff 
Assembly Room. 





In some districts of the Belgian Congo there 
are more deaths than births, and in some places 
in this territory one-half of the children die 
before they reach the age of two. Reports indi- 
cating conditions such as these have led the 
National Children’s Bureau of Belgium to appro- 
priate, for the first time, 50,000 francs for a 
campaign against infant mortality in the Congo. 





Defective eyesight in the public schools is 
costing the taxpayers of the nation at least $130,- 
000,000 annually, it is asserted by the Eye Sight 
Conservation Council of America, which, in a 
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statement sent to directors of summer schools 
throughout the country, urges organized conserva- 
tion of vision as a social and economic need. 





CHILDREN’S BUREAU OF THE UNITED 
STATES DEPARTMENT 


One-third of the homeless children in the 
United States under the care of public and private 
charitable agencies have found foster parents who 
have taken them into their own homes. 





The revolutionary Abrams technique for the 
diagnosis and treatment of disease which has 
swept the country is utterly without foundation 
in science. 

Such is the verdict of the Scientific American 
Abrams Investigation Committee which for 
nearly a year has subjected the so-called elec- 
tronic reactions of Abrams to a searching analy- 
sis. The practitioners of the Abrams method 
have declared it holds out a new hope for suffer- 
ing humanity. Its enemies have dubbed it the 
greatest piece of Charlatanism in history. «he 
movement has spread to all parts of the world 
and threatened to upset the entire theory of the 
medical profession. 





Alumni of The University Medical College, 
Kansas City, Mo., will hold a reunion banquet, 
Wednesday, October 15, 1924, 6:30 p. m., in the 
Banquet Room of the Kansas City Athletic Club, 
11th and Baltimore, Kansas City, Mo. 

During the noon hour of the same day the 
various classes from 1882 to 1913 inclusive will 
hold individual class reunion luncheons. 

The reunion banquet is a part of the program 
of the Kansas City Clinical Society, which will 
convene in Convention Hall, Kansas City, Mo., 
October 13-18, 1924. 





A NEW CHAIR AT JEFFERSON MEDICAL 
COLLEGE 


In recognition of the far-reaching developments 
of bronchoscopy in the diagnosis and treatment 
of diseases of the lungs and of esophagoscopy and 
gastroscopy in the diagnosis- and treatment of 
diseases of the esophagus and stomach, the Board 
of Trustees and Faculty of The Jefferson Medi- 
cal College has created a new chair to be known 
as the Department of Bronchoscopy and Eso- 
phagoscopy. Dr. Chevalier Jackson, formerly 
Professor of Laryngology in The Jefferson, has 
been elected to the professorship of the new de- 
partment. Dr. Fielding O. Lewis has been elected 
to fill the Chair of Laryngology vacated by Dr. 
Jackson. 





The Chicago Eye, Ear, Nose and Throat Col- 
lege is offering a two-year systematic graded 
course in eye, ear, nose and throat beginning 
October 1, 1924. 

This is the first post-graduate school that has 
— a course as long as this and as com- 
plete. 





PERSONALS 


Dr. Chas. E. Catchings, Woodville, Miss., is at- 
tending the Mayo Clinic. 

Dr. T. C. Hughes, Clarksdale, has returned 
from Memphis, after being operated upon. 
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Dr. E. LeRoy Wilkins, Clarksdale, has returned 
from a two week’s round of the Eye, Ear, Nose 
and Throat Clinics of Chicago. He also spent 
a while at the.Mayo Clinic. 





REMOVALS 


Dr. Walter J. Otis, Neuro-Psychiatry, from 
3601 Prytania street, to Chaille Building, Tulane 
avenue, opposite Hotel Dieu. 

Dr. A. L. Levin, from 1222 Maison Blanche 
Building, to 419-423 Chaille Building, 2000 Tu- 
lane avenue. 





The Louisiana Railway Surgeons’ Association 
met in Alexandria on Saturday, September 13th. 
Dr. Hermann B. Gessner, president, was in the 
chair. Dr. Bruce Wallace acted as secretary. 
There were present in addition: Drs. R. R. Arce- 
neaux, E. W. Breazeals, S. J. Couvillon, R. J. Du- 
cote, E. R. Gandy, F. W. Parham, R. M. Penick, 
J. I. Peters, J. A. White, and John Wilson. 

There was an interesting discussion on the 
management of wrecks. Steps were taken look- 
ing to the fitting out of hospital cars to be kept 
ready at the more important railroad centers. 
Dr. R. M. Penick gave the Association an account 
of his work as Chief Surgeon of the Louisiana 
Railway and Navigation Company, dwelling prin- 
cipally on the control of malaria and on keep- 
ing record cards of all patients admitted for hos- 
pital care. 

An address by Claim Agent Vuncannon, of the 
Southern Railway Company, was read in his ab- 
sence. The importance of not underestimating 
the seriousness of injuries was stressed, as well 
as the value of courtesy in dealing with claim- 
ants. It was decided to hold the next meeting 
in connection with that of the Louisiana State 
Medical Society. 

The following officers were elected: 

President, Dr. Hermann B. Gessner; first vice- 
president, Dr. J. A. White; second vice-president, 
Dr. R. M. Penick; secretary and treasurer, Dr. 
Bruce Wallace. 





On September 25th, 1924, the Washington 
Parish Medical Society held its regular monthly 
meeting at the Elizabeth Sullivan Memorial Hos- 
pital, Bogalusa, La., as guests of the hospital. 

The session was from 8 to 11 p. m. The pro- 
gram for the meeting was as follows: 

Merourial Chrome (220), In Acute Infectious 
Disease, by Dr. J. H. Slaughter, Bogalusa. Dis- 
cussion opened by Dr. Sanders. 

Tuberculosis, Its Early Diagnosis and Preven- 
tion, by Dr. J. E. Pierce, Bogalusa. Discussion 
opened by Dr. Smith. 





The Fifth District Medical Society met in Lake 


Charles on September 25th, 1924. Dr. C. V. 
Unsworth, president of the Louisiana State Medi- 
cal Society, and Dr. W. H. Seemann, president of 
the Anti-Tuberculosis League, were present. Dr. 
H. B. Gessner and Dr. L. L. Cazenavette were on 
the program. 





INQUIRY 


An Alumnus of Tulane, Class 1885, wants to 
arrange for a reunion of the entire membership 
of the class. It desires to get information 
as to the present address of Drs. H. C. or T. C. 
Chachere, D. L. Hicks, Pierce LeBlane and G. C. 
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Ballard. In the event any of them have passed 
over the river, it is desired to know the cause, 
place and date of death, and present address of 
the nearest relative. 


PUBLICATIONS RECEIVED 
Philadelphia and 





W. B. Saunders Company, 
London: “Medical Gynecology,” by Samuel 
Wyllis Bandler, M. D. “The Principles and Prac- 
tice of Obstetrics,” by Joseph B. DeLee, A. M., 
M. D. 

Washington Government Printing Office: 
“Public Health Reports, Vol. 39, No. 23.” “Year- 
book 1923, January, 1924.” 

Miscellaneous: “The Theory of Decrementless 
Conduction in Narcotised Region of Nerve,” by 
Genichi Kato, Hongo, Tokyo, Japan. 





REPRINTS 


“Disease In Its Dormant State Activated by 
Trauma or Occupational Conditions,” by Raphael 
Lewy, M. D. “A Study of the Interaction of 
Host and Parasite; A Reaction Product In Infec- 
tions With Trypanosoma Lewisi Which Inhibits 
the Reproduction of the Trypanosomes,” by W. 
H. Taliaferro. “The Inheritance of Sicle-Cell 
Anaemia in Man,” by W. H. Taliaferro and J. 
G. Huck. “A Note On the Human Intestinal 
Amoeba, Dientamoeba Fragilis,” by W. H. Talia- 
ferro and Elery R. Becker. “The Cultivation of 
An Endamoeba From the Turtle, Chelydra Ser- 
pentina,” by Harvey P. Barrett and Nannie M. 
Smith. “Endamoeba Barreti, N. Sp., From the 
Turtle, Chelydra Serpentina; A Description of the 
Amoeba From the Vertebrate Host and From 
Barret and Smith’s Cultures,” by W. H. Talia- 
ferro and F. O. Holmes. “A Reaction Product 
In Infections With Trypano Soma Lewisi Which 
Inhibits the Reproduction ot the Trypanosomes,” 
by William H. Taliaferro, Ph. D. 





BOOK REVIEWS 


Geriatrics: A Treatise on the Prevention and 
Treatment of Diseases of Old Age and the 
Care of the Aged, by Malford W. Thewlis, M. 
D., with an introduction by A. Jacobi, M. D., 
LL.D., and I. N. Nascher, M. D. Second Edi- 
tion, revised and enlarged. 8° pp. 401. St. 
Louis, Mo. C. V. Mosby & Co. (1924). 

The “Journal” is pleased to note the appear- 
ance of a second edition of Dr. Thewlis’ well 
known treatise on Geriatrics (from the Greek 
Geras—old age) and to congratulate the author 
on the success which has attended his persevering 
efforts to direct the attention of the profession 
of this country to the importance of this neglected 
phase. of medical practice. To those who have 
been following Dr. Thewlis in his valuable con- 
tributions to the literature of senility as they 
have appeared in the last five years in the Medi- 
cal Review of Reviews, and other publications, 
it will be agreeable to find them assembled in an 
accessible form in this second edition. The book 
as it now stands exhibits an admirable survey of 
the anatomical, physiological, pathological, thera- 
peutic, hygienic and sociological relations of old 
age to the other seasons of human existence. The 
facts assembled in this volume are sufficient to 
justify the claims for Geriatrics or Geriology, as 
a special field of medical inquiry and study, 
second only to pediatrics in importance,—the 
other periods, of puberty, adolescence and matu- 
rity or adult life, constituting the bulk of the 
material upon which general medical practice is 
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based. In comparison with the rapid and phe- 
nomenal strides with which pediatrics as a legiti- 
mate specialty, has developed in this country, the 
scant attention and indifference shown by the 
majority of practitioners to the important prob- 
lems of old age, is curious if not surprising. 
That this neglect is not deserved and is indeed a 
serious error, will be quickly realized by anyone 
who will merely glance at the titles to the 43 
chapters of this most interesting volume. The 
bibliography of Geriatrics, embracing, as it does, 
over 200 references to every phase of the sub- 
ject, will also suffice to prove that the philo- 
sophical, sociological and medical relations of 
senescense and senility have engaged some of the 
most thoughtful minds of all the ages. That the 
prevailing pessimism in dealing with the infirmi- 
ties and diseases of the aged is not justified by 
a proper concept and knowledge of modern 
hygiene and therapy, is well shown in this book. 
In the language of Nascher, to whom the book is 
very appropriately dedicated (as he was the first 
systematic author on this subject in America, 
1914). “Senility is a physiologic entity, like 
childhood; not a pathologic state of maturity.” 
“Diseases in senility are pathologic conditions in 
a normally degenerating body: not diseases such 
as occur in maturity, complicated by degenera- 
tions.” “The object of treatment of disease in 
senility is to restore the diseased organs and tis- 
sues to the state normal in senility; not to the 
state normal in maturity or in the prime of life.” 

Furthermore as properly understood by the 
author, Geriatrics includes not only the treat- 
ment of senile diseases, but also the care of the 
aged, the causes of ageing and the measures for 
staying the progress of the physiological decline, 
and thus prolonging often most valuable lives. 

Many of the arterio-sclerotic and other senile 
changes begin about the age of 45 (and often 
long before this) and proper attention at this 
time would prevent their too rapid development. 
The study of Geriatrics should then include per- 
sons of about fifty (age when the senile changes 
usually or normally first become manifest). 

In going over the bibliography we note a num- 
ber of minor errors in the orthography of 
proper names and also regret to see that the 
magnificent volume on “Senescence” (1922) 
which crowned the brilliant literary and philo- 
sophical career of G. Stanley Hall, is not included 


in the list. 
RUDOLPH MATAS. 


1—Cancer de L’Intestin, par J. Okinezyc, Profes- 


seur agrégé 4 la Faculté, etc. 1 Vol. 8° 240 

pp. with 78 illustrations in the text. Paris, G. 

Doin, publisher, 8, Place de l’Odéon. Price, 

prepaid Fes. 16.50. 
2—Cancers du Rein, de la Glande Surrénale et 

des Voies Uninaires Supérieures, par P. Lecéne, 

professeur a la Faculté, etc., et G. Wolfromm, 

Préparateur a la Faculté de Médecine, Paris; 

1 Vol. 8°, 212 pp., 32 illustrations in text. 

(Same publisher and price as above.) 

These admirable monographs are the first two 
issues of the new “Bibliotheque de Cancer” or 
Library of Cancer, which is being published by 
Gaston Doin, the well known medical publisher of 
Paris, under the editorship of Professeurs H. 
Hartman (Paris) and L. Bérnard (Lyons). It 
is the purpose of the editors to cover the whole 
regional distribution of cancer in the various 
organs of the body by a series of individual 
monographs in which the manifestations of can- 





176 News and 


cer in the organs involved will be considered and 
thoroughly discussed by the most competent 
French specialists. It is a large and ambitious 
undertaking, but the editors selected for the task 
could not have been better chosen. Their excel- 
lent judgment in their selection of their collabo- 
rators, is well displayed in the thoroughness and 
superior quality of these first volumes. Other 
volumes on Cancer of the Thyroid, by Bérnard 
and Dunet of Lyons, and on Cancer of the Rec- 
tum by Chalier (Lyons) and Mondor (Paris), 
are in press and others are announced, showing 
that the enterprise is well in hand, and will ulti- 
mately be completed in a way that will reflect 
the greatest credit upon the progressive spirit, 
the energy and alertness with which the surgical 
and medical problems of cancer are now being 
investigated in France. 

1—Okinezye’s work, in the volume on intes- 
tinal cancer, confirms his unusual surgical expe- 
rience and knowledge of the subject, and all that 
his previous contributions to the study of intesti- 
nal cancer (especially his report to the French 
Surgical Congress in 1922) would lead us to ex- 
pect. This volume will appeal to all internists, 
gastroenterologists and surgeons who are brought 
face to face with the difficulties in diagnosis and 
treatment of cancer when localized in the diges- 
tive tract. As long as the only hope for the cure 
of intestinal cancer lies in the early and complete 
extirpation of the disease, the close collaboration 
of the internist with the surgeon must remain the 
most efficient agency that the profession can 
command in its struggle with the disease. Pri- 
mary cancer of the intestine remains localized for 
a long time before it begins its deadly excursions, 
and, in this way, is most favorable for surgical 
attack, provided it is recognized early enough and 
before it has begun to disseminate. Hence the 
importance of an early diagnosis. It is this phase 
of the subject that us unusually well developed 
in Professor Okinezye’s book. Special stress is 
laid upon the symptomatology offered by the 
various segments of the bowel. This is supple- 
mented by the modern methods of radiology and 
other laboratory aids to a definite localization. 
The pathological histology is, however, not 
neglected and the author is especially insistent 
upon all the differential peculiarities of the 
tumor tissue that throw light upon the prognosis. 
The professional surgeon will, however, benefit 
most by the thoroughness by which the various 
operative methods indicated for the extirpation 
of the disease, in the several bowel segments, are 
discussed. The technic is illustrated by a great 
profusion of drawings and diagrams and the sta- 
tistical comparison of the results obtained by 
these different procedures is lucidly presented 
from every angle and from every available sourée. 
In this way, the surgeon who is weighing the evi- 
dence before deciding upon the method of elec- 
tion in any given case will find here the most 
abundant and’ most recent information. 


We know of no monograph in contemporary 
surgical literature that is more enlightening and 
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helpful in dealing with the grave and arduous 
problems of intestinal cancer. 

A bibliography of 287 references, embracing 
the latest world literature on the subject, closes 
the volume and attests to the thoroughness with 
which the author has surveyed the field covered 
by his research. 

2—In the volume on cancer of the kidney, 
suprarenals and adnexa, Drs. Lecéne and ‘Wol- 
fromm have accomplished the difficult task of 
compressing in a single volume of 277 pages all 
the essential and important facts that interest 
genito-urinary specialists and the student of the 
malignant neoplastic diseases of the kidney, in 
all their relations. They classify the primary 
cancers of the kidney into the sarcomata and the 
epitheliomata. The epitheliomata are subdivided 
into (a) Nephro-epitheliomata or tumors derived 
from the epithelium of the tubular structure. 
These are again subdivided into types: the tubu- 
lar, and the papillary or cysto-papillomatous 
tumors. (b) Tumors derivea from aberrant 
islands (ectopic) of cortico-suprarenal origin: 
Hypernephromas. (c) Mixed tumors which are 
again subdivided into simple mixed tumors, and 
Teratomata. In addition to the primary tumors 
of the renal parenchyma, there are chapters on 
the malignant tumors of the suprarenal bodies, 
the pelvis and ureter, and a final chapter on the 
solid paranephric tumors of the proper renal and 
of the cellulo-adipose capsule, which are so closely 
related clinically and pathologically to the neo- 
plasms of the kidney itself. 

To those who are acquainted with Professor 
Lecéne’s special competence as a pathologist and 
histologist, as well as surgeon of large experi- 
ence and recognized authority,— it is not surpris- 
ing that the discussion of the complex and diffi- 
cult problems offered by the histopathogeny of 
renal neoplasms, should be treated with a lucidity 
and acumen that is rarely found combined in 
purely pathological or surgical treatises. 

Every page of this work reveals the expert 
pathologist at work with a mind and judgment 
well adjusted to the facts of clinical observation 
and surgical experience. In this alone, this mono- 
graph appeals not only to the specialist in genito- 
urinary diseases, but to the general surgeon who 
desires to become familiar with the modern status 
of a number of difficult questions which he could 
not unravel without expert guidance. While 
clarifying the histopathology of malignant 
growths of the kidney, their early diagnosis, by 
radiology, ureteral catheterization, blood chemis- 
try and all the laboratory aids that assist the 
modern urologist in arriving at practical conclu- 
sions, is not neglected. 

Tht operative technic is well illustrated and is 
thoroughly up to date. The bibliography at the 
end of the volume gives 138 references to the 
latest literature and is alone worth the price of 
the book. 

It is hoped that these two exceilent volumes 
will be soon translated for the benefit of English- 
speaking readers who are not familiar with 
French. RUDOLPH MATAS. 
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